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PROLOGUE



PROLOGUE

One of the most conspicuous and indeed alarming features of modern

life is the rapid growth, proliferation, and diffusion of knowledge in every

area of human endeavour. This is having an impact upon individuals and social

institutions more profound than one can conceive or readily accept. It is

producing changes that erode cherished myths about education which destroys

personal and institutional security.

Individuals can no longer enjoy the security that is based on levels

of educational attainment for new knowledge quickly makes past learning

obsolete. The higher the original level of educational achievement, the more

quickly obsolescence occurs; consequently, the several professions are more

significantly threatened by change. At the same time, the accepted roles of

social institutions are undermined. As new knowledge permeates all segments

of society it alters the function and purpose of each institution in its

relationship to others and to society in general. The firmly entrenched insti-

tutions are most threatened since their security is based on traditional

responses to problems which new knowledge has made obsolete.

To survive in a changing world, both individuals and institutions must

continue to learn. Such learning does occur but as DeCrow* has noted, much

of it

...is happening unintentionally, largely unobserved, and without

the slightest conscious direction. It is happening of necessity,
almost as a reflex motion of a society grappling with social forces

which are remoulding a nation to confront the challenges of a rapidly

changing world.

* R. DeCrow, "The Scope of Continuing Education. ", Continuing' Education

(January, 1969) pp, 5 & 9.



But learning cannot be left to chance and without "...the slightest

conscious direction." There is too much to be learned, too l.ttle time to

learn it in, andtoo many distractior in the work-a-day world to ensure

that the learning required will aL J. In the past, such learning

to keep abreast of new knowledge wus Liloughtto be an individual responsi-

bility but few individuals accepted that responsibility so that the majority

became obsolete and dysfunctional in a changing society. Consequently, it

is becoming increasingly obvious that continuous learning is a responsibility

that must be shared by both individuals and by society.

Some individuals and institutions have accepted this responsibility

for continuing education more readily that' have others and over a longer

period of time. Adult education has been an integral part of society for

centuries but for the most part it has existed outside the institutional

structure as an activity of individuals concerned about their own personal

need for systematic learning opportunities or with a philanthropic concern

for the needs of others. It is only within the past century that educational

institutions have begun toaccept a responsibility for continuing education

but not yet to the extent that it helps shape the self-image of the insti-

tutional role and function in society. At the moment, adult education is

still largely a marginal activity.

The several health professions are just now becoming aware of their

role in and responsibility for the continuing education of their members.

For the most part this Las been forced on them and accepted with some

reluctance through fear of losing control of their own destiny to other

forceS in society. In implementing thisnewer responsibility the health

professions have not modified their traditional perceptions of learning



and education in light of new scientific knowledge about adult education

so that their continuing education programs do not usually achieve the

learning and changes in behavior necessary for improved patient care.

-,2ESSIONS

The scientific and socio-economic factors accentuating the need

for continuing education in the health professions has been well documented

in many health manpower reports and by numerous leaders in the health

field. Research is producing new knowledge in the health field at an un-

relenting pace. Science has made massive strides in the understanding,

cure, and prevention of ill health so that life expectancy has been increased

two-fold. At the same time, it has become increasingly apparent that new

and better means must be found to hasten the application of new knowledge

for the improvement of health care.

An increasingly informed public aware of new discoveries and de-

manding them has accentuated the need to hasten the spread and use of knowl-

edge. Higher education and income levels, as well as expanded coverage by

health insurance schemes is shifting the role of the consumer as 'patient'

to that of 'buyer' thereby strengthening his position to demand more and

better health services. A growing egalitarianism now views health as a

basic human right which should be readily available to all with equal

quality.

In response to the changing nature of public expectations, univer-

sities and professional associations, joined by health service agencies and



institutions, are attemnting to prevent obsolescence by increasing their

involvement in continuing education. Although some interest and activity

in continuous learning has long been the concern of some individual mem-

bers of the health professions, it is only within the past decade that

professional groups have conCentrat.:(1 their attention upon the provision

of systematic educational opportunities for all in the professions.

Io spite of this rapidly growing interest and concern it is

everywhere apparent that continuing education is a responsibility not

yet discharged satisfactorily or adequately at all levels. Moreover, as

noted by Houle*:

...even more disconcerting is the expression of a growing public
hostility toward the several professions because of the alleged
incompetence or self-satisfaction of their individual members,
faults which better continuing professional education might have
helped to prevent.

Although the case is not clear, the view is expressed widely that

continuing education in the health sciences suffers from a lack of clear

purpose, an absence of professional interest, and incompetence in the

provision and conduct of educational activities. There is also widespread

the impression that programs are ad hoc or piecemeal instead of continuing,

and designed along the traditional lines of youth education rather than

taking into account that the potential participants are adults.

Whatever the crux of the problem, the general consensus is that

present programs have many shortcomings and that newer and more effective

approaches must be found. Recent government reports recommending that

* C.O. Houle, "To Learn the Future". Medical Clinics of North America,
54: 5-17, (January 1970).



...professional associations explore the means whereby continuing ed-

ucation could be made a condition for practice..." have added a new

sense of urgency to the task.

NEW DIRECTIONS

At present, programs for continuing education'in the health

professions are constructed largely on the model of academic pre-pro-

fessional education which is controlled exclusively by subject matter

and conducted primarily to disseminate information. This approach to

learning stems from the prior educational experience of thoseplanning

the program as they generally lack sufficient knowledge about adult

learning and instruction to do otherwise. Furthermore, as a result of

their prior experience-in pre-professional education, those for whom

programs are planned resist educational activities that violate tradi-

tional conceptions regardless of their efficacy for learning. Since the

traditional approach to education is not fulfilling the need, continuing

education for health professionals must seek new directions.

In order to design new directions, it is necessary to examine

existing activities in continuing education. This review, therefore, is

a summary and analysis of the literature on continuing education in the

health professions from 1960 to 1970 in order to provide a basis to seek

new directions. By studying existing patterns of education for the pro-

fessions it will be possible to avoid earlier mistakes and profit from

prior experiences in designing functional educational programs.



CLARIFICATION OF TERMS

The term continuing education has been defined in various ways

in the health sciences. Some definitions are broad and encompass all

education following the completion of pre-professional programs in under-

graduate study. In other cases, the term is defined in a very restrictive

sense to apply only to short refresher-type courses. Still others use

the term as a synonym of adult education to include all learning activities

which contribute to personal growth and development.

As used in this review, continuing education includes any edu-

\cational activity for health professionals "...through which opportunities

for systematic learning are provided". Thus, any planned learning experi-

ence is included in this term and these range from formal courses through

conferences, conventions, institutes, or workshops, to clini.cal trainee-

ship so long as they are conducted for practising professionals and are

systematic learning activities.

Instructional devices such as recordings, films, television, radio

or progiammed instruction are also included in this review where appropriate.

For the most part such devices are used principally as information sources,

to aid in self-instruction, or as ways of extending the range of an instruc-

tor to include widely dispersed participants.

The terms course and program are used interchangeably in this

revieb and refer to those learning activities which are designed to achieve

specific instructional objectives within a specified period of time.



Thus, a program may consist of a single instructional event such as an

evening meeting or a one day institute, or it may be a sequential series

of events occurring regularly over a period of time.

The =arms method and technique are generally used interchangeably

in the literature without specification. A method is a way of organizing

the participants for the purpose of conducting a learning activity and may

include correspondence study, classes, workshops, ward rounds, or clinical

traineeships. A technique, on the other hand, identifies the behaviors

that occur in the instructional situation which are intended to help the

participant learn and includes such things as the lecture, panel, symposium,

discussion, demonstration and similar actions.

Learning is used here to identify the process through which an

individual acquires a new capability that is a more or less permanent

change in behavior resulting from experience'smch as acquiring new informa-

tion, a new skill, or an attitude.

The term instruction is used to identify the action, of an agent

who designs and manages a learning activity in order to achieve greater

success in learning.

LIMITATIONS

This review is primarily concerned with basic program development

for continuing education in the health professions. Most of the literature

reviewed has been descriptive in nature covering a single program or a survey

of program activities. There has been very little done in the way of sub-



stantive research and such as is available of m fails to satisfy the

rigorous canons of social science so that there is little validity or

reliability in the data or conclusions presented. Perhaps if it accom-

plishes no other useful purpose, this review may spur the several pro-

fessions to engage in research that is functional in answering the many

problems identified in the literature.



PART TWO

CONTINUING EDUCATION IN MEDICINE



CHAPTER I

THE PROFESSION AND CONTINUING EDUCATION

In keeping with the rapidly changing nature of science and society,

medicine has undergone, and continues to undergo many changes, all of which

must be reflected in education at all levels. In both Canada and the United

States the number of active physicians has been increased over the past

few decades, but this is offset by the fact that the number of patients

seeking medical care has increased proportionately (171) (243). Moreover,

despite the immigration of foreign doctors to maintain what is considered

to be an optimum physician/population ratio, unequal distribution and

utilization of physicians has created a disparity between demand and supply

(171).

PHYSICIAN COMPOSITION AND DISTRIBUTION

An analysis of medical manpower in the United States reveals that

the number of physicians employed in teaching, research, administration, and

other activities unrelated to direct patient care, has been increasing in

recent decades while the number in private practice is declining (171).

Changes in the pattern of providing medical care have also occurred

within private practice. In the United States, the number of general prac

titioners*declined from roughly 50 percent of the total number of physicians

* As used in this study, "General Practitioner" refers to those M.D.'s with
no specialty training and/or those with some specialty training, but who
are not board certified, and who do not limit their practice to a single field.



in 1959, to approximately 31 percent in 1967. Current information on

physician manpower in Canada reveals a similar trend. Whereas in 1965

the percentage of physicians in general practice was 67 percent, in 1968

the figure had dropped to approximately 54 percent (243).

Since some of the services formerly provided by general prac-

titioners are being redistributed among the specialties, and other health

workers (92) (134) (195), the implications of this changing pattern are

not clear. Nevertheless, most reports stress the growing concern of both

the public and the medical profession over the declining numbers of phy-

sicians in general practice,.and many authors (96) (195) (257) reiterate

the recommendationof the Millis report (163), that a new type of general-

ist be prepared who has graduate training in family medicine.

Of equal concern are the wide regional differences in the supply of

physicians in relation to population. Doctors tend to concentrate in the

larger urban areas and it is estimated that over one half of all doctors

are presently practising in communities with populations in excess of

100,000 (257). This disproportionate distribution is also found at the

state and provincial levels, varying directly with the per capita income

and the proportion of the population in urban communities. Thus, while, the

physician/population ratio in Canada in 1971 was 1:723, lritish Columbia

has the most favourable ratio of 1:638, followed by Ontario with 1:717,

and Newfoundland with the least favourable ratio of 1:1,199.

Work Patterns:

A number of recent surveys (127, 232, 242, 257) disclose that'

physicians average a 56 to 63 hour work week, of which roughly 80 percent



is spent in direct patient care. The remaining 20 percent or less of the

physician's time is spent in office administration, continuing education,

medical society and hospital meetings, research and/or teaching. Contrary

to the popular belief that office practice is decreasing, studies reveal

that physicians average more than twice as many patient-physician contacts

through office visits than they do through hospital visits (16, 127, 242).

While generalizations cannot be made from the limited data provided, most

authors agree with Somers (232) that "One limit in the doctor's product-

ivity we have almost surely reached...the number of hours that he can be

expected to work."

Changing Patterns of Practice:

Group practice, which brings together general practitioners and

specialists who can share their expertise, facilities, and the services

of supporting personnel, is a logical development to offset the frag-

mentation of care resulting from increased specialization (163). Such

arrangements should also lead to the sharing of on call time, thus lessening

the lengthy work week of physicians to some degree. Despite these ad-

vantages, the adoption of group practice has been relatively slow in both

Canada and the United States (195) (232). Moreover, there is no con-

clusiveevidence that group practice does in fact improve the efficiency

or effectiveness of medical care (171).

On the other hand, the major development in the organization of

medical practice has been the trend toward hospital based services (232).

Without elaborating on the nature of this trend, it is worth noting that

there has been an increasing number of articles and reports reflecting the



growing internal as well as external contradictions of the medical care

system. There are many comments about the inequities in hospital priv-

ileges, interprofessional stresses and strains, and the soaring costs of

hospital care (183) (196) (232) (243). Furthermore, oas been said that

the hospital system is more producer than consume-: and that it

has been so busy "keeping in step with medical adva.xes, that it has lost

step with the medical needs of the community" (232) (252).

The charge is heard increasingly that while medical science now

has the knowledge and technology to promote effective "health medicine",

the bulk of medical practice is disease or cure oriented (195) (243).

As indicated by the Task Force on Health Costs in Canada (243) "more than

95 percent of health costs are spent on hospital and medical care services,

the treatment component, while public health and the preventive aspects

constitute less.than 5 percent."

The Report of the Committee on the Healing Arts (195) defines the

problem in concrete terms:

This is not the fault of the individual practitioners: most are
already overworked in providing curative services. It is the
fault rather, of a health system in which medical schools have
failed to emphasize preventive health...and in which the rewards
in income and professional status are relatively lower in this
type of work than for other aspects of medical practice. Further-
more, and more importantly, the system is ill organized for the
provision of comprehensive health care...The medical technology
is now divided among poorly co-ordinated groupings of practi-
tioners and agencies, specialists, general practitioners, hos-
pitals, community services, and public health agencies.

The issues and problems of the medical care system are enormously

complex and will not soon be resolved. At the same time, as noted by

Storey (237) "any attempt to.improve medical practice through continuing

education must take into account the existing system, and relate effective

education to that system."
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NEED FOR CONTINUING EDUCATION

Three discrete phases of education are distinguishable in the

field of medicine: undergraduate education leading to the M.D. degree;

graduate education covering the interneship, residency, or other full

time study leading to advanced academic degrees or medical specialties;

and continuing education, comprising those activities'engaged in by

practising physicians "both to refresh the individual in various aspects

of his basic medical education, and to inform him of new developments

in his own and related fields of medical practice, but which do not

lead to any formal advanced standing in the profession" (51). This

third phase, frequently referred to as the "last Undeveloped frontier of

medical education," is the concern of this review.

The problem of keeping up with the research revolution is par-

ticularly acute in medicine where new developments are occurring, perhaps

more rapidly than in any other field. The physician is confronted by ever

increasing demands of a busy practice and by the omnipresent threat of

obsolescence. Although organized medicine has invested money, manpower,

and time, in attempting to help physicians keep current, the returns from

this investment are now being questioned. Manning (145) and others

(86, 194, 222, 275) estimate that only 10 to 25 percent of the practising

physicians engage in continuing education despite the multitude of

opportunities available to them. To what extent the quality and tech-

niques of postgraduate medical education are responsible for this

seeming disinterest is unclear, nor is it known how many of those

physicians who do participate actually benefit from the programs offered.
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Although much has been written about the nature of the problem there is

insufficient reliable data to understand the problem.

Continuing education in medicine is not without its landmarks.

Indeed, most of the problems being debated and the concepts currently

considered to be new or revolutionary have been recognized and documented

in a number of studies and imaginative reports published in the last

half century.

Early Developments:

In his historical chronology, Sheperd (227) reports that prior

to 1930, continuing medical education was largely directed toward cor-

recting deficiencies resulting from inadequate basic medical education.

It was not until the thirties, when the last of the proprietory schools

closed and graduate specialty programs began to develop, that continuing

education came to be viewed as the necessary "third stage inthe life-long

education of the physician." In 1930 aad 1931, the University of Michigan,

Albany College, and Tufts University, initiated planning for regional

continuing medical education programs. Dr. Benjamin Horning's descrip-

tion of the early Michigan program defines precisely the concept of

regionalization advocated today (108).

The University of Michigan medical school has accepted the
principles that graduate and continuing medical education
should be decentralized and developed about the regional
and community hospitals, and that medical education channels
should extend from the medical schools out through such
hospitals to the rural physicians.

A report by the Commission on Medical Education of the American

Medical Association published in 1932 (227) noted:
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1. That the education sequence from premedical education to
retirement from practice be looked upon broadly as a single
problem, not a succession of isolated and unrelated exper-
iences.

2. That the continued education of physicians is synonymous with
good medical practice, and provisions :should be made ultimately
whereby every physician will be able t continue his education.
The time may come when every physician may be required in the
public interest to take continuation courses to insure that
his practice will be kept abreast of current methods of diag-
nosis, treatment, and prevention..

3. That the problems of postgraduate medical education are
closely interwoven with those of practice and education.
The great need at the moment is to secure joint leadership
in a program which will embody the educational ideals and
methods of the university and the highest type of medical
practice.

Others repeating these admonitions and recommendations were J. H.

Upham (250) in 1937, and Rappelye (227) in 1940 who also stressed the

need for a critical re-examination of existing programs to determine.whether

they were meeting the needs of practising physicians.

A significant landmark in the historical evolution of continuing

medical education was a program evaluation reported by Youmans in 1935

(280). Youmans made unannounced visits to 30 physicians who had attended

his course several months earlier and by using a self-devised rating scale

for measuring the quality of medical practice, he compared what be believed

to be each participantis'pre-course performance against his post-course

performance. Although the small sample and crude methodology limited his

findings, the study is important because it appears to be the first attempt

at program evaluation using a research approach. Two observations by

Youmans relative to the teaching-learning process were: "...the decided

superiority of the practical over didactic teaching...lt was very apparent
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that the work which dealth with patients in the wards and in the out-

patient departments or with various technical procedures of diagnosis

and treatment, were the most valuable part of the teaching," and "The

teacher of the physician student must possess not only knowledge but

also a sympathetic appreciation of the problems and limitations imposed

on the practitioners by a busy practice."

In 1938, the Council of Medical Education and Hospitals of the

American Medical Association conducted the first national survey to

determine the nature of existing postgraduate programs. The report of

this study revealed that circuit type courses were being used in ten

of the states visited (191). It noted that: "Under this. arrangement,

one physician or a team of physicians would spend from one to two months

in a region of the circuit and then move on to a new area" and that "in-

residence type programs were evident throughout the country...One, two

week or longer periods of bedside instruction of limited groups with pro-

vision in medical schools and in hospitals for board and/or lodging, and

intimate instructor graduate-student relationships characterize these

short term residencies".

The most direct outcome of this report was the decision of the

American Medical Association to publish a nation-wide listing of pro-

grams of continuing education available, "both as a service to physicians

in selecting courses to attend, and as an aid to course sponsors in

planning programs." While published first on a quarterly basis, it is

now published annually as the "Annual Course Listing". This constitutes

one of the major sources of information concerning the field of continuing
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medical education in thE_Illaii,=2A Sta.! . Thus, the decade of the thirties

saw the emergence of a nzahAvr of vex ;E modern ideas and several program

innovations; nevertheless, according Sheperd (227), educationally

sound programs were the excep =ion rattier than the rule in terms of the

nation as a whole.

Although a setbac4 la the ew1ution of continuing medical ed-

ucation occurred with the onset of WOrld War II, this is thought to

have had some long range benefits in that it "forced the medical schools

and hospitals to re-examine their programs with respect to their quality

and quantity, and shifted the major responsibility for continuing medical

education from the professional societies where it had traditionally

belonged, to the universities and their medical schools" (168).

One major study of the early post-war which reflected a growing

concern for the role of the medical school in continuing medical ed-

ucation was the 1949 Deitrick-Berson study (45) which was a national survey

of medical school programs including continuing medical education. The

recommendations of this report related to continuing medical education

were that: 1) courses should be designed so that students can actively

participate and their performance, be evaluated; 2) courses should be

increasingly located in medical schools; 3) medical school faculties

should be increased to meet the increasing demands of postgraduate medical

education; and 4) that accurate costs should be determined.

Probably the most comprehensive and significant national study

on continuing medical education was that undertaken for the American

Medical Association between 1952=1955 by Vollan (256). This study
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Postgraduate Opportunities are Too Few and Maldistributed:
...90% of the hours are concentrated in six states and most
of these are in a few large cities...Postgraduate opportunities
should be more equitably distributed.

Emerging from Vollan's study were a number of important items,

notably a Guide Regarding Oblec.tives and Basic Principles of Continuing

Medical Education Programs. This publication, with minor revisions, now

serves as the statement of standards for the field of continuing medical

education (65).

Other important reports that followed Vollan's study, were those

by Darley (70), Dryer (79), and Storey (237), all of which focussed on

a national plan for continuing medical education. Although the recommen-

dations of these reports have not been implemented, they collectively

offer a sound framework for the establishment of a "university without

walls."



CHAPTER II

PARTICIPATION IN CONTINUING EDUCATION,

Organized systematic programs for the continuing education of

physicians are not necessarily a new development but the tremendous

growth in opportunities and interest has occurred recently. As yet

there has been no definitive study of the educational activities of

physicians but there have been a number of attempts to assess the amount

of participation and the degree of physician interest. Some surveys

have attempted to involve physicians in defining their own felt learning

needs, and as well, to solicit their opinions with regards to how these

needs might best be met. Most studies disclose that postgraduate courses

are rated highly as a means of gaining new medical knowledge (117, 200,

256) but, at the same time, the actual extent of physician participation

is not known. The oft quoted estimates of ten to twenty-five percent

attendance are at variance with recent surveys which suggest a more

optimistic thirty to fifty percent attendance rate (37, 117, 263).

Recent reports from medical schools indicate a steady increase in en-

rollment figures over the past several years (54). While this increase

may not accurately distinguish the number of individual physicians attend-

ing formal courses, it is felt that physician participation is probably

somewhat greater than has been generally assumed (6, 37, 50).

Nevertheless, many medical educators express concern that there

remains a hard core of physicians who never avail themselves of oppor-



-cavities for postgraduate work end will not, unless attendance is made

tnamdatory (6, 263). On the other hand, polls reveal that the majority

of practitioners are of the opinion that attendance should be a voluntary

matter and "they are concerned by the mounting pressure to make continuing

edorce=ion a condition for practice" (254, 260).

Field of Practice:

Most studies indicate that specialists devote more time to con-

tinuing medical education than do general practitioners (42, 177, 185, 256).

Further, it is reported that specialists spend approximately five percent

of their typical work week in some form of teaching and/or research, whereas

general practitioners are said to engage in almost no formal teaching

activities (42, 258). Vollan (256) attributed these differences, in

part, to the longer period of formal education required for specialty

practice, however, Peterson et al (185) found no significant relationship

between the length or type of interneship and subsequent postgraduate

study habits.

A recent California survey (37) found that when a detailed analysis

of specialty practice was undertaken, a high percentage of the dissatisfied

non-participants were found in select specialties, notably psychiatry,

anesthesiology, neurosurgery, and other sub-specialties, while general

practitioners expressed greater satisfaction with courses attended, and

displayed greater iWIrest in planned programs of continuing education.

This study revealed that some specialists, particularly internists and

surgeons (other than those in general surgery) attended courses often.

The Indiana survey (117) disclosed no significant difference in attendance

between generalists and specialists.



Practice Arrangements:

Although it is generally assumed that group practice encourages

participation in continuing education, research findings do not support

this assumption. At least two studies (37, 185) disclosed that while

physicians in group practice were slightly better able to attend programs

than were those in individual practice, the difference in participation

was not statistically significant. In fact, one study found that while

costs deterred relatively more physicians in solo practice from attending

as many programs as they would like, more respondents in group arrange-

ments said they limited their attendance because of difficulties in

getting away from their practices.

Storey (237) notes that while 37 percent of the physicians men-

tioned too many patients as an obstacle to course attendance, only 21

percent listed the absence of a substitute physician as an obstacle.

He attributes this seeming inconsistency to the traditional North American

concept of "medical care as a personalized service provided by the private

practitioner himself, and which therefore, cannot be easily delegated to

others."

On the other hand, a recent survey by the Canadian Medical

Association (196) provides some interesting figures relative to group

practice and continuing education. As shown in Table I, these data

suggest that group practice promotes not only postgraduate study, but

even more important, it provides a great variety of less formal but on-

going opportunities for learning continuously.



TABLE I

QUALITY OF CARE PROCEDURE IN GROUPS
(Canada, 1967)

FEATURES OF GROUPS NO. PERCENT

Total number of groups 246 100

Member selection 240 98

204 83

151 61

Supervision of new members

Clinical conferences

Frequent consultations

Postgraduate study

Reference library

239

226

160

97

92

65

SOURCE: Report of the Committee on the Healing Arts; Volume 3, Table
29.5; p. 171. (196)



Menzel, Katz, and Coleman (154) disclosed that the adoption of

new drugs occurred on the average of two months sooner where physicians

shared offices, than where doctors practised alone. Both Clute (46) and

Peterson (185) found that physicians themselves frequently mentioned group

practice as a convenient and inexpensive means of consultation. Thus,

while group practice arrangements may not necessarily be organized to max-

imize attendance at formal courses, it appears to provide conditions con-

ducive to continuous learning.

Location of Practice:

Although physicians practising in rural areas no doubt experience

more difficulty in arranging to attend programs, an increase in the size

of the community does not necessarily correlate with increased partici-

pation in continuing education. Conversely, several studies (37, 185, 256)

reveal that physicians in smaller cities and outlying districts attend

courses more often than do those in larger metropolitari areas, and, when

they do attend, they are more satisfied than their metropolitan peers (37).

Rising at al (204) attributed the somewhat lower attendance in larger

cities to greater dependence on hospital staff meetings as well as to the

number of professional consultations available, while those in smaller

communities must depend more on course attendance for new information and

professional contacts. Both Vollan (256) and Peterson (185) made similar

observations; however, they also fotind that physicians-practising in the

largest cities averaged the most hours per year in continuing education.

Years of Practice:

Age appears to be an important variable related to participation?

in continuing medical education. 'Both Vollan (256) and Peterson (185)



disclosed an age related pattern of participation that was char'act-

erized by a gradual increase in the percentage of physicians attending

postgraduate courses as the number of years in practice increased

which reached a peak in the fifth decade and declined thereafter. More

recent reports reveal a similar pattern but with younger physicians

averaging more regular attendance at formal courses (37, 177). Appel

concluded that this trend is related to the realization by younger

physicians that they cannot "coast along for the first few years in

practice as could their predecessors twenty years ago" (6). Others

suggest that this trend may be due more to deficiencies in basic medical

education (15, 37).

OPINIONS AND PREFERENCES

Numerous studies have sought some measure of attitudes about

continuing education and have attempted to identify factors in the pro-

vision of programs which may encourage or inhibit participation. These

include such matters as fees, scheduling, instructional processes and

content. Most of these factors lie within the domain of those providing

programs, consequently the findings from such surveys can provide clues

useful in planning.

Deterrents to Attendance:

The major obstacla to attendance is the inability to leave a busy

practice rather than gross dissatisfaction with courses attended, or lack

of available educational opportunities (34, 37, 39, 117). As might be



expected, general practitioners experience the greatest difficulty in

getting away for additional study (37, 117, 200). At the same time,

they express a greater need for it than do specialists who are more

likely to feel that (1.11Ly caz get needed informatior through alternate

routes. One study (37) of non-participants revealed that 81 percent

of those physicians in surgical specialties and 60 percent in medical

specialties indicated "get information from other sources" as their

primary reason for not attending, while only 30 percent of the general

practitioners listed the same reason.' The primary reason for non-

participation given by this latter group was "time committed to patients."

Other deterrents to attendance mentioned by physicians included

unsatisfactory scheduling of programs; costs; unsuitable subject matter

(37) (117) (197) (229); lack of awareness of courses available (39);

and, that the physician felt himself to be adequately informed and not

in need of further study.

Fees and Stipends:

Most physicians prefer to assumeresponsibility for their own

continuing education and are not adverse to tuition fees (37) (169)

(204) (260). There is, however, less agreement with respect to receiv-

ing financial remuneration for course attendance. In the California

survey (37), 39 percent of the respondents were somewhat in favour of

stipends, 32 percent disapproved, and the rest were indifferent.

Surgeons were least in favour.of financial assistance, while general

practitioners were most in favour. In New Jersey (99), while 40 per-

cent disapproved of stipends, 11 percent approved, and 49 percent did

not respond to the question.
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Scheduling of Programs:

Physicians are overwhelmingly in favour of concentrated short

courses lasting one week or less (37) (99) (107) (233) (256) (260) (266).

Most indicate that either week-end or evening programs would be rela-

tively easy to attend, but express a preference for week-ends (6) (37)

(169). In two surveys practitioners gave as their first choice,

Wednesday or a Wednesday-Thursday combination (114) (233). With few

exceptions, they prefer courses held in their local communities (20)

(99) (117) (266) but distance is not as much of a problem as the phy-

sicians' feeling of. responsibility to his patients (185). Vollan (256)

found that two-thirds of the physicians were willing to travel 100 miles

or more, as long as the course was a relatively short one.

Opinions differ with regards to the place of meeting. Many doctors

prefer to leave the interruptions of practice and hence give first pre-

ference to a university medical center (20) (192) (233), a local hotel

(6) (192), or resort areas where they can combine education with rec-

reation (37) (192). Others would like programs brought to their local

hospital (117) (200).

Long term programs are not endorsed as uniformly as are short

courses. There is some indication that physicians are becoming in-

creasingly aware of the potential worth of lengthier in-hospital type

training programs (6) (107) (192). In one study (37), three to six

month clinical traineeships, and one to three week inservice programs

were considered important by those who were familiar with them. Sim-
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ilarly, in a very recent survey of psychiatrists (169), 38 percent

of the respondents favoured an extended intermittent course offered

over a period of from one to nine months.

Sponsors:

Specialty societies represent an important source of con-

tinuing education (42) (99) (117) (197). According to the California

survey (37), courses sponsored by specialty societies were rated most

highly by physicians, with those by medical schools rated second.

Other agencies ranked considerably below these with local medical so-

cieties rated last. Approximately 41 percent of the respondents

indicated a lack of familiarity with courses co-sponsored by medical

schools and hospitals, and 38 percent were not familiar with courses

sponsored by hospitals alone.

In contrast, a recent survey (200) co-sponsored by the Western

Interstate Commission for Higher Education and the Mountain,State

Regional Medical Program (hereinafter referP,ad to as the WICHE study)

disclosed that in the mountain states, with the exception of Nevada,

programs sponsored by local medical societies ranked first; hospital

programs second; state medical societies third; and medical schools

fodrth. Other studies also reveal (42) (263) that programs sponsored

by medical societies and national organizations are rated higher than

those sponsored by medical schools. While these differences are no

doubt due in part to regional variation in the availability of pro-

grams, Wenrich (263) suggests that it may also be related to the "town-

gown" conflict. In his study, many respondents were of the opinion
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that the physician teaching in a medical school had "lost touch with

clinical reality."

Instructional Processes:

Physicians seem to prefer the more familiar instructional pro-

cesses. Lectures, panels, seminars, clinic demonstrations, educational

films, symposia, and grand rounds, are generally familiar and approved

by most (99) (114) (200) (233). Although the traditional lecture has

been criticized as a didactic, passive technique in a number of studies,

doctors rate it first in their list of preferred techniques (37, 177,

169, 233, 239). Some physicians in Ruhe's survey (220) indicated that

this was because "group discussions and question periods were often

dominated by more vocal doctors who did not necessarily reflect the

interests of the group." On the other hand, many physicians indicate

that the exchange of ideas and information in informal conversations

with peers can be an important reason for attending courses (212, 263).

Two studies suggest that supervised clinical practice, which is rarely

used at present, is gaining in popularity (37, 200).

Physicians also express interest in the newer uses of the mass

media such as television, radio, and recordings, but they tend to rate

them lower than the personal contact methods (37, 117, 263). While

this rating may be due in part to the fact that these media are not

always available in all regions (39, 99, 200, 212) in California, where

all three media are used extensively in continuing medical education,

responses indicate that they are perceived by physicians as supplement-

ary when measured against the total spectrum of available methods and

techniques (37).
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According to a number of surveys, the least popular method of

instruction is correspondence study (20, 37, 192). One study found

that programmed instruction was well received (263).

In general, specialists indicate a preference for reading,

teaching ward rounds, and other more clinically applied techniques

(42, 117); however, there are considerable differences in the prefer-

ences listed by those in the different specialties. General practi-

tioners prefer methods more compatible with a busy practice. They

rate the mass media and bedside clinical courses in medical schools

relatively high, as opposed to reading and long term clinical trainee-

ships (37).

Younger physicians favour more participation (37, 117, 200).

They are also better acquainted with the different teaching techniques

and are more discriminative in evaluating their effectiveness. Thus

in the California survey, while younger physicians tended to rate short

courses higher than older physicians, they were less likely to consider

them applicable to all subject matter than were their elders. With the

exception of audio-digest which was ranked fairly high, they considered

the mass media less effective than did their older colleagues.

Felt Learning Needs:

Surveys disclose that physicians want subject matter which is

immediately practical and applicable to their particular practice situ-

ation (37, 84, 212). The most common criticism of non-psychiatrist

physicians is that psychiatrist teachers do not understand their practical

problems (34, 229, 258). Studies suggest that physicians attending
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postgraduate courses in ve;R,,l'aiatry want to learn concrete ways to diagnose

and treat particular pat:Lents, and to increase their skills in communi-

cation (36, 217, 229, 213, 245). In short, practitioners are more

interested in COMM medical problems rather than esoteric diseases and

unusual procedures (37) (190), but this does not mean that they would

ignore new developments (126). In one study, 54 percent of the respond-

ents felt that insufficient attention was given to recent innovations in

medical techniques. This opinion was more prevalent among generalists

and those in medical specialties than amongst surgeons (37).

Physicians also want programs to deal with one or two topics in

depth, rather than a broad coverage of several subjects (107, 126, 192).

Specialists are of this opinion more often than generalists, but even

the latter prefer more intensive coverage of content (37).

There is some evidence that practitioners would like refresher

courses in the basic sciences (37, 107), but there is no general agree-

ment on this. In one study some 90 percent_ of the respondents felt that

basic sciences and clinics" =maearch programs should continue to be

offered, but -Lo a lesser arpgree (107). In another study approximately

69 percent of the respondents -ire in favour of more such courses, with

specialists in medicine nanmlInvourable general practitioners

were least interested (37).

According to the Callfifarnia report (37), the subject matter most

frequently requested by phystmlans relates to the diagnosis and treatment

of disease. Moreover, physicians' interest pertaining to medical con-

ditions is to a considerable extent specific to their area of special-
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ization and place of practice (42, 229). Thus, in the Utah study (42)

it was found. that while endocrinopathies rated highest among all groups,

and cardiac arrythmias second, these were ranked very low by surgeons.

Similarly, in one area where the socio-economic level of the polulation

was higher, all physicians displayed a greater interest in psychiatric

subjects than did those from less prosperous areas. When individual

practices were examined, great variations occurred in the physicians'

perceptions of their learning needs.

At least two studies suggest that physicians would also like

more courses dealing with medico-social problems, notably in the areas

of "physician-patient relationships," and medico-legal problems (37, 67).

The Utah (42) and WICHE (200) studies indicated there was little

correlation between a physician's expressed learning needs and those

conditions most frequently encountered in medical practice. Of all

groups, generalists were found to be the most realistic in relating

educational needs to practice problems. At the same time, It was oh-

served that a great deal of the practitioner's time was spent in treating

minor ailments which could have been delegated to medical assistants.

Other Information Sources:

Harris reviewed the published research on the utilization of

medical communication sources (111) and concluded that the majority

of doctors were acquiring their medical information through visits from

the pharmaceutical representative, direct mail, drug sample literature,

medical journals, consultation with colleagues, and professional meetings,

rather than through formal courses. Subsequent studies suggest that

there has been little change. Although the detail man is generally
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perceived as less valuable (117, 263, 265), medical journals, unsolicited

literature, consultation with colleagues, and professional meetings, are

utilized extensively by most physicians (117, 200, 263). At the same time,

while physicians may use these information sources, they do not necessarily

find them too useful (185).

Peterson et al (185) noted that the most common criticism ex-

pressed by general practitioners was that medical journals were_too

'theoretical and the content net sufficiently relevant to medical practice.

A more recent survey by Hamburg and Dohner (109) suggests that despite the

passage. of time, the opinions of generalists have not changed, with over

50 percent of the respondents rating current medical literature as of

little:use as a source of information in the field of urology. lionethe-

less, -Peterson and his colleagues (185) were dble to show a positive

correlation between the quality of a physician's practice and his interest

in seeking new knowledge through the purchase of medical journdlis. Sim-

ilarly, Wenrich (263) in identifying the characteristics of "gatekeepers"

or educational influentials in one small community huspital, fdend that

such physicians relied much more am written sources, Informal consult-

ations, and discussion with related health professionals in the hospital

than did those physicians who sought their advice.

Although research on the use of informal sources of continuing

learning is both limited and limiting (150, 275), Peterson et al (185)

conclude, as have many others subsequently, "that basic medical education

has been only partially successful in inculcating in future practi-

tioners both the ability and the desire to seek out through a variety of
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informal sources, greater knowledge and understanding of medicine through-

out their professional lives."
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CHAPTER III

ORGANIZATION AND ADMINISTRATION

The recognition of the necessity far and importance of coatinn±ng

education has grown steadily in recent years. The growth in interest arid

participation is reflected in the increased number of.courses reported as

well as the involvement of more and more inRrilrutions and organizatIons

in the sponsorship of educational activities for medical practitiomers.

All-moug with the growth in opportunities and p=ticipation has crime 'Men-

t4fIable trends in the organization andadm±m±stration of cantimming,

education programs.

ORGANIZATION

A-variety of patterns of organization are encountered in cam-

tInulng education for medicine. These patterns are determined to same

faxt elat. by the sponsorship of the program.

Number of Courses and Sponsors:

The number of courses available to physicians has been increas-

.i4g over the past decade, with an average increment of approximately five

percent per year from 1961 to 1970. In 1970T-1971 there was an even

greater increment of fifteen percent over the preceding year and this

was accompanied by an equally sharp increase in the total number of

institutions presenting courses:
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In 1968-1969, 372 institutions sponsored or co-sponsored courses

and this increased to 611 institutions in 1970-1971 (54). These included

77 medical schools, 291 non-school or community hospitals, 50 city, county,

and state medical societies, 66 specialty medical societies, 33 voluntary

health agencies, and 94 "others," including schools of public health,

postgraduate medical schools, private clinics, foundations, or local

and national governmental agencies (61).

The major producers of courses have been the medical schools and

community hospitals. As noted in Table II, medical schools alone produced

over one half of all courses offered from 1961 to 1969. Although this

decreased to 44 percent in 1969-70 and to 35 percent in 1970-71, medical

school programs are still the most extensive in that the number of

courses offered per school is far greater than the number of courses.

offered by other sponsoring agencies. Medical schools are reported to

average approximately twelve to thirteen courses per school per year,

compared with community hospitals which average roughly two courses per

hospital per year (61).

Course Content and Eligibility:

For the past seven years the greatest number of courses have

emphasized internal medicine, psychiatry, and general medicine, in that

order (52) (54) (59) (61). Other major fields with a substantial number

include surgery, pathology, opthalmology, pediatrics, obstetrics, and

gynaecology (59). Despite this specialty orientation, over one half of

the courses listed during the past five years have been open to both

generalist and specialist. Because of the varying backgrounds and differing
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learning needs of the two groups, one might question the wisdom of this,

however,Ruhe (220) notes that the experience of medical schools discounts

this concern as medical school courses are more often designed for a

general audience. An exception to this is psychiatry where there is a

tendency, to provide different levels of instruction suited-to the needs

of non-psychiatrists (88) (231). At the University of Southern California,

practitioners are offered three course levels: a basic, an intermediate,

and an advanced course (88).

While it is impossible to determine the extent to which programs

are designed for interprofessional education, the general impression is

that the number is small (198). One program which appears suitable to

an interdisciplinary approach is the "Care of the Premature Infant"

which originated at Cornell Medical Center in 1949 (19). This program

was designed for teams of physicians and nurses and the program model

has been used in a number of centers in both Canada and the United States

(19) (115). More recently, several Regional Medical Programs have re-

ported successful multiprofessional programs on the "Management and

Rehabilitation of the Stroke Patient." In most of these, physicians,

nurses and physical therapists provide the team nucleus with involve-

ment of occupational therapists, rehabilitation counsellors, and other

essential health workers where these are available and required (252).

Other fields of study reporting occasional interprofessional efforts

are psychiatry (20), and public health (182).



Patterns of Course Organization:

In the annual listing of courses reported in the A.M.A. Journal,

there are six major patterns of course.organization:

1. Continuous courses are conducted over a consecutive number
of hours, days, or weeks, but usually of short duration.

2. Intermittent courses extend over a period of time with a
certain number of hours per week or month during that time.

3. Circuit courses are presented in rural areas by travelling
faculty.

4. Traineeships are clinically oriented in-hospital residency
type programs ranging in length from five days to one year.

5. Home study involves correspondence, programmed instruction,
tape recordings and similar devices that enable the physician
to study in his own time.

6. TV-Radio courses are similar to continuous courses but offered
through the media of radio or television to physicians at
home.

Of these six types, continuous courses appear to be the most

common pattern as well as the most popular. In the four years reported

in Table III these accounted for some 62.14 percent of all courses in

1964-65 with a high of 66.79 percent reached in 1966-67. During 1969-70

the 1261 continuous courses accounted for 65.54 percent of all courses

offered with 83.74 percent lasting one week or less.

Intermittent courses were the more ftequent pattern with a

high of 31.42 percent of all courses in 1964-65 but showing. a decline to

26.86 percent in 1966-67 and a-recovery to 30.95 percent in 1969-70.

In that year these courses averaged 31 1/2 hours of instruction and

appear to have the potential for providing more continuing instruction.
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Psychiatry makes the greatest use of intermittent scheduling

because it is felt that instruction extended over a longer period of

time is essential in changing attitudes and teaching psychiatric con-

cepts. Currently, over 70 percent of all psychiatric courses are offered

intermittently, and of these, a few extend throughout the whole of an

academic year (59). This may account in part for the poor over-all

attendance (217) (229) (245) since, as previously noted, busy practi-

tioners find it inconvenient to travel long distances for a few hours

of instruction.

Postgraduate Traineeships are offered by many hospitals without

publicity, hence the number recorded in the Annual Course Listings may

not be an accurate reflection of what is currently being offered. Of the

77 listed for 1969-1970, all were offered on a full time basis ranging in

length from five days to one year. While 16'sponsors provided specific

course dates, the remaining 61 sponsors left the scheduling to "be

arranged" implying that enrollment was negotiable anytime throughout

the academic year. In all but three cases, planned instruction was used

in addition to clinical experience. Of the 68 sponsors specifying, only

10 limited enrollment to either specialist or generalist and the remainder

were open to both groups. Fees varied from no fee, to $2,350 for one

eight month experience in pediatrics. Over 80 percent of the sponsors

were medical schools, with the Universities of Kansas and Maryland
_.

offering the greatest number and variety of programs.

In both Canada and the United Statesj physiCtan interest in

this type of program is said to be increasing, and a number of medical
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schools report plans to expand their present offerings (8) (10) (35).

Major deterrents to date have been the lack of university facilities;

the chronic shortage of physicians and the loss of physician income

(189). A program of physician and housestaff exchange fashioned after

the successful Tufts regional program has been suggested as one pos-

sible solution to these problems (23) (44) (47) (61). Another sugges

tion is Dimond's hlghly ambitious proposal calling for the establishment

of a National Graduate Medical Center using one or more of the Veteran's

Administration Hospitals. In this plan, practising physicians would be

offered funded training positions at the Center for periods of one to

twelve months. A permanent staff of proven teachers would be assigned

to the Center and, in addition, outstanding practitioners would be

invited as visiting clinicians (74).

At the operational level, a plan which has been implemented

with relative success at Dalhousie University in Halifax (67), Staunton

Clinic in Pittsburgh (186), and more recently, by the Washington/

Alaska Regional Medical Program (71), is a traineeship offered on a

part-time basis but extending over a fairly long period of time. The

Washington/Alaska Regional Medical Program has organized a postgraduate

preceptorship network invokring sixteen university and community hos-

pitals.

During 1970-71, the Faculty of Medicine at the University of

British Columbia offered 21 different types of "Clinical Traineeships"

in which 56 physicians participated and received 10,475 hours of

instruction at an average of 187 hours to each person. The University
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also has a "Clinical Clerkship Elective Program" for final year students

through which they serve for 12 weeks at one of 29 community hospitals

in British Columbia. Participating physicians in local community hos-

pitals indicated that the students had an influence on their own con-

tinuing education study habits.

Circuit courses have shown a steady decline during the four years

reported. Probably the most successful circuit program is that operated

by the University of Kansas. For the past seven years, this program

has offered six symposia in each of eight circuit centers distributed

throughout the state of Kansas bringing continuing education to approx-

imately 500 to 600 rural physicians annually (267). Another successful

model is that operated in Michigan. Towsley (6) reports that in the

year 1967-1968 programs were offered twice yearly in twenty areas with

1,033 physicians attending at least one of the two programs and 637

attending both. In Canada, the successful pioneer has been Dalhousie

University which presently operates regional programs involving 34

centers, each of which received five or six visits per year from the

Dalhousie faculty (15).

An ectension of this circuit concept to include community hos-

pitals (non-teaching hospitals, both rural and urban) as learning centers

with ongoing informal and formal programs of continuing education, is

what is receiving the greatest emphasis in the literature of postgraduate

medical education today (85.) (104) (215) (246). The implementation of

Public Law 89-239, authorizing funds for continuing education developed

co-operatively by medical schools and health agencies within the frame-
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work of Regional Medical. Programs (hereinafter referred to as (RMP)

on heart, stroke, cancer, and related diseases, is reported to have

been a major factor facilitating this trend in the United States

(252). Presently, there are 55 RNID distributed throughout the nation,

and some of them provide substantial evidence of the wisdom of develop-

ing continuing education as an integral part of health services.

Radio, television, and home study programs are few in number and

have shown only slight variation over the years.

Another type of extramural program which deserves brief mention is

the postgraduate cruise. As noted earlier, physicians indicate a pre-

ference for a program which combines a vacation with a limited amount of

study. For a number of years Albany College (277), the University of

Florida (267), and the Academies of General Practice (125) have sponsored

such cruise programs, but the high cost and the time factor are said to

limit their use (256).

SPONSORSHIP: ROLES AND RESPONSIBILITIES

While one of the strengths of continuing medical education lies

in the diversity of agencies active in the field, at the same time the

need for co-ordination and co-operative planning has become accentuated

by the great proliferation of programs. In 1955 Vollan (256) concluded:

There are over 300 different institutions and organizations
in the United States known to be engaged in postgraduate
medical education in one way or another. This diversity of
sponsorship results in duplication of efforts as to the con.,
tent, faculty, facilities, and scheduling of courses-within
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given areas. The net effect is inefficient utilization of
teaching resources and frustration on the part of the phy-
sician who has to choose from among a large selection of
competing offerings. Although competition in itself is not
harmful, in this case it results in wasted time, effort, and
money.

In the intervening years, the number of sponsors has increased

two-fold, and studies both on a national and regional basis merely

reiterate the conclusion of the Vollan report (64) (114) (219) (230).

In 1952, the Massachusetts Medical Society met this problem of dupli-

cation and maldistribution of courses by establishing the Postgraduate

Medical Institute, which serves as a central clearinghouse and single

source of information pertinent to all continuing medical education in

Massachusetts and the other New England states (248). The California

Medical Association established a similar statewide information service

in 1964 which includes data projected three to five years on all

California and Hawaii c-dacational activities and as a further aid to

planning courses, the association now publishes in its journal an annual

summary of continuing education for the State of California (64).

With the exception of these, and afew successful co-sponsorship

plans whereby medical schools, medical societies, and public health

departments have joined forces to plan and co-ordinate continuing ed-

ucation for an entire state (207) (252) or region (6) (178) (252), .the

problem of co-ordination remains unsolved. Related to this problem

and contributing to it, is that of defining respective roles and respon-

sibilities. The history of continuing medical education is replete

with illustrations of how the major responsibility for continuing ed-
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ucation has shifted back and forth between medical societies and medical

schools (45) (256) and, more recently, community hospitals and RMP

have become involved also (6).

Medical Schools:

As noted earlier, medical schools have been responsible for

over one half of the courses offered to practicing physicians over the

past decade. While the number of schools involved has varied, the over-

all trend has been toward increased participation (54) (59) (61).

Research data suggest that this involvement through continuing educa-

tion programs does not necessarily indicate that the medical schools

have made a major commitment to continuing medical education. In 1952,

Norwood's survey (174) of eighteen medical schools revealed that while

most of them regarded state and local medical societies as appropriately

cast in the supporting role for educational activities administered

by the medical schools, their own interest in continuing medical ed-

ucation was only casual. The majority of educators and administrators

interviewed tended to favour the undergraduate and graduate prograws,

and to regard continuing education as an "extra chore." In 1963,

Ruhe's study (220) of eighty-six American and twelve Canadian medical

schools, disclosed that only twenty -five schools had programs rated

"good" by the criteria outlined by the Council on Medical Education.

The majority of program offerings consisted, of isolated courses unre-

lated to one another and frequently lacking in specific objectives.

Of the American schools, thirty-seven (43%) rated continuing medical

education as a major responsibility, while four (33%) of the Canadian

schools did so.
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Many faculties have a sense of obligation to contribute to
continuing education...But in the face of shortage of funds
and personnel and overwhelming teaching and research commit-
ments, there is an equally strong feeling of frustration that
to take on more would be impossible. The'fault is not that
a great deal can't be done...it is being done. The models
exist but an example here and there is not adequate to demon-
strate the fact that physicians must have easy access to
current information that can be used for the benefit of their
patients. In future, I believe it is inevitable that univer-
sities and their medical schools will assume a major share of
responsibility in the field of continuing medical education.
A major share is not the whole of responsibility. I hope that
the periphery may co-operate with the center by trading ideas
and personnel in such a way that the teacher learns and the
students teaches, and that there will be an exchange of fact
and knowledge for wisdom and experience.

Community Hospitals and RMP:

Since community hospitals are widespread and utilized by most

physicians as part of daily practice, considerable attention is now

being directed toward their development as the major foci of continuing

medic:? education (216) (269). It has been emphasized that if the

regular hospital staff conferences, committee reviews, consultations,

and other routine day to day activities were effectively organized,

these could serve as the means through which continuing education

could become a built-in component of medical practice (188). Even

more importantly, there is a growing consensus that the hospital setting

is the one place where the quality of medical care could be assessed if

an ongoing program of current case medical audit were enforced (85)

(139) (225).

On the other hand, physicians in practice may not share these

views. Werch's study (264) of five community hospitals revealed that

while all five utili&ed regUar chart reviews, the prime objective was
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only to meet the minimum standards of hospital accreditation. In many

instances, there was a general "hands off" pol4cy, and even gross errors

were overlooked and not criticized constructively. This study also

disclosed that consultations were more often used simply as a way to

transfer patients to another physician or servo Ice, and rarely was

there an exchange of medical viewpoints. Similarly, Fox and Robertson's

review (103) of eighty-tiix Consultrnt's Letters found that only 30

percent of the reports included relevant new information or reinforced

existing information which might have been of educational value to the

referring physicians. Moreover, in not one case was a reference cited.

Wenrich's study (263) in one community hospital disclosed that

since hospital by-laws required active physicians to participate on

review committees, and made attendance at hospital staff conferences.

compulsory, "whatever their educational value, they were viewed by

physicians as administrative obstructions, designed to police the

practice of medicine." Wenrich quotes Dr. N. Stearn as saying, "ed-

ucational activities at the local level can be successful only if indi-

vidual physicians see themselves not only as physicians but also as

teachers, and are willing to assume some responsibility for preparation,

participation, and presentation."

The phenomenal growth of separate hospital departments of medical

education in recent years is viewed by many authors as a significant

development which will facilitate this trend (104), As a relatively

new educational activity, the role and function of these administrative

units is not clearly defined and in many instances, medical
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education directors devote only a few hours a week to continuing medical

education (25) (188). Moreover, the response of individual hospitals to

this new and more demanding role is variable. with some even resisting

attempts by medical schools to maRlst the hospitals ii developing their

own ongoing programs of continuing medical education (14) (188).

The 1967 Planning and Goals Conference sponsored by the California

Medical Association (188) recommended:

1. That community hospital listadlcml staffs ae -encouraged to
organize a committee to stmay the problems of continuing
education. This should not be confused with the regular
program committee.

2. That the CMA should communicate with hospitals to infoxraL
them of educational assistance that is almilabiLe. For
example, some hospital staft 4o not know thatt some medical
schools will help them; with planning hospital staff meetings.

3. That the CMA encourage community hospital medical staffs-
and medical schools to enter into experimental projects
designed to discoVer feasible relationships that might be
developed.

Recent reports by the Council on Education of the American

Medical Association (59) (61) stiggeam that IMMO parotatess has been made

in these directions. At previouslymentioned, RMP have in many in-

stances served as a stimulus in encouraging community hospitals to

assume a more significant role, and in turn to seek assistance from

the medical schools, Some RMP are themselves now being charged with

developing "parallel offerings not necessarily complementary to those

Of universities and component societies" (6).

Medical and Specialty Societies:

Historically, local and state medical societies were the pioneers

of postgraduate courses for physicians (191). Although still active in

the field, their programs have been declining steadily. According to
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the Council's Annual Reports (54) (59) (61) general medical societies are

presently averaging one percent or less of the total postgraduate hours

of instruction reported. At the same time, national, state, and local

meetings with an educational component are reported on the increase,

but the general consensus is that most medical society programs lack

co-ordination and continuity, and that the business and social functions

frequently take precedence over educational activities (256) (263).

Although many medical societies are presently re-assessing and

attempting to improve their current programs, others are questioning

their role, as producers of continuing education (6). At a recentdis-

russion this view was advanced (268):

Leadership as a learned society is passing from medical society
to hospital staff...I do not hold that this is good or bad,
simply that it is happening. Local groups that are highly
organized are perhaps better able to carry out programs of con-
tinuing education than medical societies which may have many
component bodies concerning themselves with education, thus
Onemmtng-cconfusing re-duplications. The role of the.medical
society is really the co-ordination of this kind of activity,
the development of a multi-phasic approach, including medical
colleges.

An application of this is illustrated by the activities of the

California Medical Association. In addition to co-ordinating course

offerings and accrediting programs for the State of California (187),

the Association is conducting Regional Medical Institutes in cooperation

with several of the state's medical schools. To further assist the

medical staffs of community hospitals in developing effective continuing

education programs,-the Association recently published a supplement to

the American Medical Association's Guide (38), and is operating a pilot

project to examine the potential role of the community hospital.
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In contrast to general medical societies, specialty societies

are well established as purveyors of continuing education. For the

past several years they have averaged from eleven to twenty percent of

the totL hours of instruction reported (52) (61). While their offer-

ings are few in number in comparison with medical schools, the number

of physicians attending specialty courses almost equals the attendance

reported at medical school programs. Thus for the year 1968-1969 (54),

specialty medical societies and Academies of General Practice offered

collectively 467 courses which were attended by 29,590 physicians at

an average of 63.36 per course. In contrast, medical schools offered

1,128 courses with an attendance of 34,106, at an average of 30.24

per course.

Despite this seemingly successful performance, specialty medical

societies are presently receiving the same criticism that is directed

at medical school and general medical society programs. In short,

it is said that their programs are episodic, and that the relevance

of "one set of presentations to others, either within the meetings

themselves or relative to other meetings, often is strikingly lacking"

(230). Miller (159) adds still another dimension to the problem:

The incredible success of modern preventive and therapeutic
measures in medicine is changing the basic nature of medical
practice. The growing host of aging patients, of those with
chronic debility or disease, calls for a kind of care that is
less readily measured by precise instruments or in precise
units. The "Recent Advances..." in dealing with these problems
are as often provided by behavioral scientists are by those from
the purely biologic disciplines; the subtleties and complexities
of patient care in this context are only beginning to be elab-
orated by serious students and have yet had little impact upon
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practitioners or the educational programs offered to them.
It will require the most skillful leadership to introduce
such important components of the contemporary social fabric
into the instruction of physicians whose focus has for so
long been the disposition of acute problems...

PROGRAM PLANNING AND ADMINISTRATION

The literature pertaining to program planning and administration

is limited to medical schools, consequently, this section is confined

to arrangements within schools. of medicine.

Administrative Arrangements:

In all articles on the organization of continuing education in

schools of medicine it is recommended that there should be a clearly

defined department or division with a full time director responsible'

for the overall program (38) (207). This ideal has been achieved in but

a few medical schools-

In 1963, Ruhe (220) found that while 54 American (62.8%) and

6 Canadian schools (50%) reported having a department, section, division,

or standing committee for the planning and implementation of continuing

education, only 5 American (5.87) and 1 Canadian school (8.3%) had a

formally recognized department identified in the Directory of the

Association of American Medical Colleges. Moreover, while 57 American

(66.3%) and 7 Canadian (58.3%) schools reported a part-time person

responsible for continuing education, in only 3 American (3.4%) and in

no Canadian schools was there a full-time director or head. As late as

1967, Sullivan (240) noted that of the 65 medical schools offering courses
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in the Annual Listing, 20 percent had a listed department or division

of continuing medical education.

Reporting on the current accreditation program in the United

States, Ruhe (218) identified the lack of central authority as one of

the major problems facing the accreditation committee. It has been found

that in many institutions programs are developing within schools or hos-

pitals with little co-operation among departments. Even where there is

central authority, in some institutions the responsibility for the

development of educational programs is left to individuals or groups

rather than planned on a departmental basis. As a result, educational .

offerings are said to range from excellent to poor.

In Canada, a 1968 survey (241) of medical schools disclosed that

twelve of the fourteen responding schools had an established department,

division, section, or standing committee on continuing education. The

remaining schools reported persons assuming this responsibility on a

part-time basis, ranging from one quarter to three quarter time. On

the other hand, all fourteen responding universities indicated that the

postgraduate division or section assumed major responsibility for the

selection and arranging of course content under the direction of an

appointed chairman. -

Instructors:

Courses sponsored by medical schools are taught largely by mem-

bers of the regular faculty or by guest lecturers from other medical

centers. Non-academic physicians or non-medical personnel are utilized

far less frequently (45) (220) (241). A view gaining strength is that
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practising physicians should be encouraged to participate in teaching,

thereby involving them in their own continuing education and at the

same time alleviating some of the excessive demands made on the medical

school faculty. The evolving role of the teacher as consultant in

regional programs (208) probably illustrates best the successful imple-

mentation of this approach. The pilot project reported by the Tufts

New England Medical Center (210) utilizes residents as teaching consult-

ants in several of the small community hospitals in Maine which is

another innovative and promising program model.

Despite the trend toward greater utilization of clinicians as

teachers, with the exception of psychiatry teacher training programs

are still sparse. In psychiatry, short training courses for program

directors and teachers have been undertaken by a variety of groups

including: WICHE; the American Psychiatric.Association; The National

Institute of Mental Health's Continuing Education Branch; The American

Academy of General Practice; and others. In a recent editorial, Stratos

(238) reports that the Psychiatry and Medical Practice Committee and

the Physician Education Project of the American Psychiatric Association

plan to expand consultation services and intensive teacher training

sessions for dose involved in teaching psychiatry to non-psychiatrists.

From the general field, a recent proposal by McMaster University plans

to provide a visiting teacher program in which both practitioners and

consultant from the region will work in the McMaster clininal teaching,

units to update their clinical skills (11).
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Although there is a growing interest in the need to improve the

quality of instruction in the undergraduate medical training program,

this has not extended generally into continuing education. The feeling

that proficiency in medicine is the principal prerequisite still per-

sists without regard to teaching ability or the amount of learning

achieved by participaTnes. Some moves are underway to improve the quality

of instruction by providing clinicians with training for the instructional

role.

Finances:

Financial support for continuing education varies widely from

school to school (220). In general, the major sources of revenue are

tuition fees, some government health grants, and donations (8) (14)

(135) (274). The percentage of the medical school budget devoted to

continuing education is almost negligible. Nevertheless, since most

schools do provide facilities as well as faculty time, their contribution

is not insignificant (45).

Some medical schools attached to state universities receive

additional funds from the legislature and state health departments.

Others support their programs through contracts with community hos-

pitals, some are financed by fees charged for individual programs, or

consultation services to other institutions (9); still other programs

are managing to break even or to operate at a modest profit almost

solely on tuition and the contributed services of the regular faculty

(9) (45) (55). Professional associations, voluntary health agencies,

federal training grants, pharmaceutical firms, and philanthropic soci-
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eties all contribute significantly to continuing education in medicine

(8) (12) (45) (55) (207).

More recently, particularly in the United States, the isderal

government has provided greater financial assistance to continuing

medical education. Childs (44) noted that projects supported by govern-

ment have proven effective in accelerating the development of more

innovative programs of continuing medical education.

Publicity and Promotion:

In the United States, sponsoring institutions may publicize their

course offerings through the "Annual Course Listing" published each year

in the early August issue bf the Journal of the American Medical Associ-

ation. In addition, medical journals in both Canada and the United

States publicize selected course offerings, Other traditional methods

of advertising programs include posters, direct mail and personal

announcements (241).

A number of state medical societies (6) (64) report the use of

a special continuing medical education bulletin. One such, which is

mailed to physicians and hospitals in the New England States, announces

all formal programs offered in New England including essential infor-

mation as to their time, place, and tuition (248).

In Canada, the University of British Columbia (8) publishes.an

annual listing of courses offered by the Division of Continuing Education

in the Health Sciences. This is mailed to all physicians in the province

to assist practitioners in planning their personal programs.of continuing

education well in advance.
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Because these publications are often overlooked by physicians,

some course sponsors are using reinforcement through personal visits to

physicians (222) (269) and newspaper, television, or radio announcements

(ii) (269).

Programming

In spite of all these efforts to promote continuing medical

education, the problem of relevance is thought to limit the effect- .

iveness of most programs offered (84) (173). Those expressing this

view suggest that programs ignore the interests and expressed needs of

practising physicians. Reports from medical schools suggest that many

use questionnaires extensively to test the market for continuing ed-

ucation (220) (241). Indeed, as early as 1952, Norwood (174) found

that it was a common practice for medical schools to send out request

forms on which physicians could note their suggestions for courses.

Many programs are not designed with clearly defined objectives

and, as Miller (159) indicates, in the process of implementation phy-

sicians' "wants" may become confused with or subordinate to what the

programmers "want or think the practitioners need." Moreover, "unless

the teacher is careful to determine where his students are in their

learning... and requires them to exhibit some understanding of each

step before proceeding on to the next, a-program of greatest relevance

may end as a collection of nonsense syllables with carefully concealed

irritation and disappointment on both sides."

Sodeman (230) has stressed that the ideal program is "an

individual one built to suit the specific requirements of eachphysician,
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and perhaps a few more like him." The obvious implication of this

principle is that the programs most likely to succeed are those which

involve the learner in the planning process. That present organiza-

tional structures and administrative patterns are unable to meet this

required is implied in the many critiques on continuing medical ed-

ucation (104) (219) (225) (246).

Several recent experimental programs have attempted to involve

the consumer in planning programs. MacLeod (144) reports a successful

self-sponsored and self-administered course on internal medicine atthe

Yale-New Haven Medical Center. Although initiated as an annual review

for internists preparing for board examinations, this program has

evolved over the years into an ongoing comprehensive review of the

whole field. While the main criterion of "success" has been measured

largely in terms of ,increased enrollment (from 26 to 60 physicians over

four years), in the words of MacLeod:

The growth of this highly structured yet informal review course
appears to have been a function of the relevancy of the course
material and a sensitivity to the changing needs of the group.

The principles of student participation in planning and admini-
stration, and continuous feedback through questionnaires, served
as the basic framework for the organization of the course.
These principles are important considerations for others desiring
to set up such a course and merit emphasig by the American
Medical Association's Council on Medical Education in setting
standards for accreditation of institutions providing postgraduate
courses.

Another experimental project which points out the need to con-

sider alternative administrative arrangements for programming, is that

reported by Torrens (246) of St. Luke's Hospital in New York City. In

this project, a specially created hospital department called The Community
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Physician Relations Office was established in order to assist non-

affiliated general practitioners with patient referral problems and con-

currently to offer continuing education programs specifically designed

to meet the day to day problems encountered by physicians in their local

practice. Initiated to offset the increasing isolation of general

practitioners from the specialist oriented teaching and research hos-

pitals, this program has resulted in increased utilization of the

hospital's referral services as well as the teaching conferences and

grand rounds which previously the general practitioners had ignored

as "of little ue to them in their practices." Torrens recommends

that "other teaching hospitals establish a similar office or department

to serve as a single place to which, the community physician knows he can

turn for assistance with problems of patients in his practice, and

from which he can obtain information about patients he has referred

to the teaching hospital for care."

Webster and Ozarin (262) describe a program in North Carolina

in which a circuit riding psychiatrist made regular visits to all phy-

sicians in five counties and-was available at any time physicians

wished to consult him about cases. During the first two years in which

this project was in operation, the number of admissions to the state,

mental hospital from this five county area decreased whereas admissions

from other counties increased. The program is'being expanded throughout

the state as an adiunct to community mental health services.

The preceptorship project sponsored by the Washington/Alaska RMP

is another example of a program specifically designed to meet the learning



63

needs of individual physicians. The physician requesting a preceptor-

ship is asked to outline what he wishes to learn and to indicate whether

he wishes a structured program or one with free study and conferences.

The planner uses this information to design an individualized program

of studies for the physician. The evaluation of the program is based

on the objectives stated originally by the physician.- To date, 92

percent of the physicians who have participated in the program are

reported to have satisfied at least three-fourths of their educational

objectives. Although no statistical evidence was offered to show im-

proved patient care as a result of the program, Davidson et al (71)

noted that "In this type of program, the physician is ableto satisfy

his own educational needs which makes his experience relevant to his

practice."

Under the auspices of the Oregon RMP, Meighan and Burg (152)

are investigating the effectiveness of an experimental project in which

health professionals in two Oregon communities are given an opportunity

to develop their own educational programs on the care Of the stroke

patient. This is based on Miller's "process" model which assumes

that before adults learn they must recognize their need to know, and that

this is best accompflshed by ia.rolving them in identifying problems and

seeking solutions. To implement this, "stroke study groups" were

formed, membership of which was interdisciplinary representing all

health care professionals available in the communities. The study

group task was to "identify existing barriers to the delivery of optimal

stroke care and then to design educational programs to surmount them...
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The project staff participated as facilitators enabling the groups

to work together in identifying local educational needs or in planning

programs..." To date, two groups have planned community programs

which differ widely in objectives and approaches. One of these groups has

submitted a proposal for a grant to continue th4 program independently

when the experimental project ends. Meighan and Burg question "whether

such a group can function without administrative assistance from outside

the community..."

CURRENT AND RECURRING ISSUES AND TRENDS

Despite the many unresolved issues and operational problems,

continuing medical education is thriving. Concurrently; a number of

developments are occurring which can be expected t,D influence future

trends bui there is still many issues that require the attention of the

profession.

Accreditation:

Since the publication of the original "Guide" in 1957, the

American Medical Association has been working on a voluntary system to

accredit institutions sponsoring programs of continuing education.

In 1961, its Council on Medical Education appointed an advisory committee,

and under its direction a number of site surveys were' conducted to deter

mine the feasibility of such a plan (219).. As a result of the'study,

an acceptable program of accreditation was proposed-and'approved by

the Association's House of Delegates. In 1967, formal aCcreditation

was initiated (81).. By September 1970, 86 institutions and/or organi-
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zations had been accredited and listed as such in the Annual Course

Listing. Ultimately, only accredited courses will be included in this

Annual List. In this way it is hoped that programs of inferior quality

will either be improved to meet accreditation standards or discontinued

because physicians do not attend them (61).

The "Guide" provides the criteria used by the survey teams

responsiWe for accrediting programs (65). The California Medical

Association has adopted this "Guide" as the statement of basic prin-

ciples for its proposed accreditation of programs (187). Briefly stated,

these criteria are:

1. There should be ADMINISTRATION of the comluing education
program by a responsible .person having t.I.,e.-respect and
support of the professional staff of organization or
_institution.

2. The BUDGET should be adequate to.the educational program
undertaken to its continuing improvement. Sole dependence
on tuition fees tends to restrict unduly the quality of
continuing education programs.

3. The TEACHING STAFF should consist of physicians and their
associates of proven ability, training, and experience.

4. The CURRICULUM of any continuing medical education program
should be designed to explore with considerable. depth one
subject or a closely related group of subjects. The ed-
ucational merit of devoting sufficient consecutive sessions
to explore more than superficially the background and
advances in one subject is emphasized.

5. There should be available FACILITIES that encourage par-
ticipative methods of edudation.

6. The-EDUCATIONAL METHODS should include more than a series
of lectures or panel discussions in which the physicians
are primarily, passive recipients. Emphasis on problem-
solving is likely to increase student involvement.
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7. METHODS OF EVALUATION of the effectiveness of continuing
medical education programs should be developed and used
as part of each program.

8. Each PHYSICIAN'S REWARD for participation in continuing
medical education always should be his improved ability
to care for his patients and the stimulation of his own
spirit of intellectual adventure.

While it is too early to predict the long term effects on this

accreditation program, it is generally viewed as a non-restrictive

regulatory mechanism which will ultimately provide some direction for

the development of the field (61).

National Plans:

Darley and Cain (70) proposed in 1961 the establishment of a

National Academy which would centralize the nation's education resources

for continuing medical education thereby helping to co-ordinate and

further its development. Subsequent to this, the major national medical

associations formed a Joint. Study Committee to consider the development

of such an Academy. The Committee's report, written by Dryer (79) pro-

posed the creation of an Academy which would be a "university without

walls." Under this plan, a national agency would develop a core cur-

riculum "responsive to the needs of the nation's physicians." Using mass

communication media, these ongoing comprehensive programs would be

focused nationally, regionally, and locally, and physicians would be

able to choose those programs which would best meet their individual

needs. Among its many far sighted recommendations, the report emphasized

that... "a partnership of our major medical resources will give strength

to all which none possess separately, and that such an efficient' balance
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can be organized to articulate and reinforce national, regional, state,

and local plans."

Following the publication of this report, the American Medical

Association undertook to pursue such a plan and under the leadership

of Storey (237), an intensive study of physician's needs was begun in a

pilot project in Utah. In 1966, this project was discontinued because

it was felt that local and regional conditions were not ready for such

a large scale undertaking.

The many highly imaginative and creative ideas inherent in these

reports are germane. The Interuniversity Communications Council founded

in 1965 by Darley and a small interdisciplinary group of university

people was a product of the original plan for the establishment of a

National ACademy. Similarly, Dimond's proposal for,the creation of a

National Graduate Medical Center would have this Center serve as the base

for Dryer's "university without walls" 93). The most recent proposal

was that outlined by Bloom (6) and called the AMA Plan. In summary it

notes:

1. Among all forces involved, the American Medical Association
would be the appropriate leader in continuing education,
implementing an intimate partnership with universities or
medical schools and Regional Medical Programs.

2. In this way, the AMA would expand its present programs to
approve existing offerings and stimulate new efforts in
its constituent state societies.

3. What is needed is clear statement of the. AMA role as.a
natural partner with RMP in assessing needs and :!.valuating
performance, and as a natural partner with universities or
medical schools in continuing education.
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4. Further, the AMA should formally invite others to help design
and join a new sector for genuine collaboration in all aspects

of continuing education.

This could be called the "health professions education coun-
cil"; with regional, state and national components; each
composed of AMA, university and RMP elements (plus any other

pertinent representation).

This sector would guide operations of a total system from
identification of needs to curriculum to programs, to eval-
uation and feedback.

The existence of this device would interrupt current sepa-
ration where AMA, RMP, universities, various professional
societies and multiple other forces proceed unilaterally in

continuing medical education.

Incentive for Learning:

Under increasing public pressure, many leaders in medicine fore-

cast that the problem of maintaining professional competence in physicians

will result ultimately in periodic mandatory relicensure. In the absence

of valid criteria for measuring "professional competence", the medical

profession remains divided on this issue. An ad hoc committee of the

AMA's Committee on Education proposed recently that regular participation

in continuing medical education should be the condition for relicensure,

but the only concrete action the AMA has taken in this respect is to

offer a 'RecOgnition Award' to physicians participating in continuing

medical education. For those physicians wishing to qualify, "the ..

requirements are 150 credit hours of continuing education in a period of

three years, 60 hOurs or more made up of required educational activities

and the remaining 90 hours, in electives" (184). According to most

accounts, physicians have responded well to this voluntary accrediting
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scheme and at the completion of'its first year, more than 14,000 phy-

sicians are reported to have qualified for the award (61).

The California Medical Association is issuing a similar award

of a "Certificate in Continuing Medical Education" but has extended the

scheme to cover a wider range of informal educational activities. Upon

receiving this Certificate, physicians automatically qualify'for the

AMA Physician's Recognition Award (128). Since its inception, the

Academy of General Practice has required participation in continuing

education as a- condition for membership, and recently the Oregon State

Medical Society followed this lead by making regular participation in

continuing medical education a condition for membership (182). There

is some concern being expressed as to how much effect this loss.of

state medical society membership would have on the chronically non-

participating physician. Many feel that such physicians are better

"under the umbrella of organized medicine than outside it" (6).. -

Stein (236) reports that "while the general subject of re-

examinations and re-certification of licensed physicians has been

repeatedly discussed by the Federation of State Medical Boards and by

the National Board of Medical Examiners, no definite decision has been

reached." The newly established American Board of.Family Practice has

'stipulated recertification every six years (55), and recently, the

American Board of Internal Medicine announced its intention to implement

a recertification procedure (118).



70

The American College of Physicians has devised a voluntary exam-

ination for internists which serves as a self-assessment test. It is

hoped that this will help an individual internist become more aware of

his deficiencies in medical knowledge so that he will seek ways to

correct them. Initially, 5,000 of the 150,000 ACP members took the

test, and since that time, an additional 5,600 members and non-members

have participated. According to Rosen (213), the reactions to the

examination have been enthusiastic. More recently, the American Psy-

chiatric Association (40), the American College of Pediatrics (69),

and other national specialty associations (142) are reported developing

similar programs.

Commenting on the varied approaches currently being tried in an

effort to ensure professional competence, Miller (159) writes:

The purpose of licensing is to certify that competence has been
achieved, not to spell out the method of achieving it, or
equating participation in a specified number of wholesome activ-
ities with achievement of the goal. The American Academy of
General Practice has already done so and is often commended
for the courageous decision that made participation in accred-
ited programs of postgraduate education a requirement for con-
tinued membership. One can only applaud the motives that led
to this decision, but the thoughtful may question the philosophy
underlying it and the practices accompanying it. For the
spirit of this resolution seems to say, that having led a horse
to water, you can make him drink.

In the same vein, a recent statement issued by the Committee

on Medical Education of the New York Academy of Medicine (55) concludes:

...that certificate concept, if judged only on the basis of
total number of hours in some kind of postgraduate course is
fallacious is that it implies unwarranted merit to course work.
The committee also strongly oppoSesany mandatory examinations
for maintenance of the currency of one's medical license. The .

.available Information does not support a positive relation be-.-
tweeh the. results of most such tests and the quality of care
provided by practising physicians for their patients...
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Accordingly, this committee recommends: "the establishment of

programs based on management type or audit type procedures whereby both

hospital and community physicians may participate in mass audit exercises,

reviewing each other's charts or record room charts generally, to indicate

features of particular diseases which must be considered and appropriate

approaches in their management."

Whatever the merits and/or limiter is of these varied approaches,

clearly the trend is "to give recognition for participation in continuing

medical education" (61).
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CHAPTER IV

INSTRUCTIONAL PROCESSES

In the literature describing programs of continuing education

in medicine, the terms applied to instructional processes are used

indiscriminately and without either precision or consistency. Since

the descriptions of the processes are inadequate to allow translation

into the standard terminology of adult education it will be necessary

to summarize the literature as presented rather than attempting to

synthesize it.

Among other things, the reports of programs do not clearly

differentiate between the methods and techniques employed (255). Never-

theless it is possible to identify the major methods. The most used

method is that of the course or class with three major variants or

patterns of this method being the continuous, intermittent, and circuit

courses described earlier. Other methods encountered include ward

rounds, case seminars, clinical conferences, clinical practice, and the

discussion group. The literature in which these methods are discussed

is primarily descriptive and there is scant evidence of attempts to

assess the effectiveness_ of the methods nor, to compare one with

another.

The techniques of instruction reported are equally poorly d

fined and described so that terms describing methods are used inter-

changeably with those identifying techniques. Furthermore, instructional
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aids or devices are often treated as instructional techniques. The

resultant confusion in language makes it virtually impossible to assess

the comparative effectiveness of various program designs with any valid-

ity. It is clear that those conducting programs for continuing education

in medi<Ane are not knowledgeable about how learning occurs in adults

or the conditions essential to achieve learning, nor are they skilled

in the design and management of instruction.

PATTERNS OF'INSTRUCTION

While no one technique can be thought to.outweigh all others

in importance, those which facilitate the immediate application of

knowledge are generally considered to be superior to those in which

the learner is a passive recipient of information. In continuing med-

ical education one of the greatest problems has been the excessive

use of non-participative or didact::,.- techniques.

In 1940,,Rappelye (227) stated, "too often postgraduate medical

instruction has been given solely by didactic lectures...while didactic

lectures are valuable, demonstrations, firsthand experience Under
A

guidance, and conferences are the most successful forms of teaching:

tiny well conceived program should stress these methods". This recom-

mendation, variously expressed,. was repeated by Norwood (174), Vollan

(256), Dryer (79), and in many other reports. In 1957 the Council on

Medical Education incorpozated the recommendation in its Guide, along-

with a lengthy explanatory section on specific ways to increase partic-
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In the meantime, courses reported in the Annual Listing have

consistently publicized the use of a wide variety of participative tech-

niques. Thus the Council's review of the 1964-1965 Annual Course Listing

revealed that of the 1,529 courses listed, only 22 percent specified the

use of solely didactic formats defined in this survey as "the lecture,

the lecture and brief discussion period, or these plus panel discussion

and audio-visual aids" (57). Using the same restrictive definition,

of the 2,016 courses listed in 1969-1970, roughly 20 percent indicated

the use of only non-participative techniques. All other specifying the

lecture and such things as the seminar, laboratory work, or clinical

conferences (59).

These figures alone are misleading, since the majority of courses

in continuing medical'education are both short term and for large groups.

When enrollment reaches the hundreds, and time is limited it becomes.

extremely difficult to incorporate a variety of techniques which would

facilitate active learner participation (57). It is not surprising.

therefore, that in actual practice, while the purely didactic!. format is

no longer reported (220), the majority of sponsors still make use of

the lecture, symposia, panel and other didactic techniques (129) (267).

The.Council's survey in 1956-1957 revealed that a significantly

larger proportion of courses sponsored by medical alld.specialty societies

used solely didactic techniques (57). More recent .!counts suggest that

the situation remains relatively unchanged, but the structure and quality

of programs is said to vary considerably according to the particular

society involved (263). Thus, the California Medical Society is reported
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reshaping its programs to facilitate greater physician participation

and in 1968, seven regional postgraduate it were held with 885

participants but with a faculty-student'ratio of 1:10. Similarly some

of the national medical conferences and conventions are also reported

using more small group methods such as seminars or clinics (230) (263).

Rhue (220) reported that in 1963, 43 percent of the responding

medical schools indicated that they were using the lecture alone or

lecture plus question period; 21 percent live clinics; 20 percent group

conferences and seminars; 9 percent laboratory work; and 7 percent bed-

side rounds. A more recent unpublished survey of Canadian medical schools

reveals similar findings (241).

In both Canada and the United States, the expansion of regional

programs suggests that greater use will be made of small group seminars,

specialised clinical practice and other more participational techniques in

the future (235).

Of thwspecialties, psychiatry has consistently offered the

greatest number of courses with eurollmer.i.: limited to small groups

(arbitrarily defined as any learning group with 25 participants or leas)

and, as previously noted,'It makes the greatest use of intermittent

scheduling (59).

SMALL "GROUPS

The small discussiu,. group referred riously as the seminar

or clinical. conference, is widely in cont!'ztuing medical eduClation
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but, as previously noted, surveys disclose that many physicians prefer

the formal lecture. Sheeley (226) reports an experiment in which an

institution 'iffered the same psychiatric course simultaneously by two

different methods: a series of lectures and a series of discussion

sessions. The lecture series had over 25 registrants while the dis-

cussion series attracted none. Since acceptance and active participant

involvement are two primary factors in the effectiveness of the dis-

cussion group method, it may be useful to illustrate its use.

Psychiatric Case Seminars:

In reviewing the varying results of a psychiatric course for

non-psychiatrists held in three Washington counties over a three year

period, Stuen and his assocites (239) concluded that many physicians

are not capable of taking part in the free give and take of the psy

chiatric seminar which can be a traumatic experience initially. They

recommend beginning with a didactic approach then gradually shifting

to the study of case materials ani; the use of discussion. In Brooklyr,,

Brody (31) found that by keeping the group under ten, even the most

"diffident physician actively participated in discussion."

Reporting on Lhe psychiatric case seminar usedin the four

:state Utah project, Mead and Fishman (151) concluded that the degree

of physician participation was directly related to his familiarity with

psychiatry, thus those physicians who most needed help with their cases

were least likely to receive it He also concluded that concentrating

solely on cases from the physicians' practice resulted in insufficient

preparation in basic methodology so that the Utah project was modified

to include lecture's as well as case oriented discussions.
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To circumvent the problem of a physician's reluctance to dis-

cuss case problems in the psychiatric group setting, the program in

Elmhurst, New York incorporated an hour's consultation service prior

to each seminar, as well as offering individual psychiatrist consul-

t-tions by appointment (22).

Commenting on the current widespread use of their original

psychiatric case seminar technique, the Balints have emphasized that

"such ventures, no matter how greatly-modified, require much more time

than popular meek-end G.P. course" (17).

Olinical Conferences:

One of the more intenbive types of clinical conferences reported

is the consecutive case conference (CCC) devised by the American 'Heart

Association. In this, a panel of experts analyzes the charts of ten

patients consecutively discharged. The physicians are required to

account for their conduct of each case as it comes under review,. Al-

though Williamsoia and McGuire (270) stress that the purpose of too CCC

-is educational, namely, to provide "an-opportunity for physicians to

reflect back on their own performance and to gain insight into the

management of the case with the help of acknowledged experts", most

writers agree (254, 263, 282) that it requires considerable ego strength

on the part of the practising physicians. A study by Williamson and

McGuire (270) which compared the relative effectiveness of the CCC

and the lecture ilia improving .clinical judgement, found "no overall

.significant difference as tested by slmulatztd patient problems six

months after completioIA of the instruction."
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More successful programs using this approach have stressed the

anonymity of individual physicians and focussr-:." on group problems and

group problem solving (97, 161, 235). Vaneslow (254) quotes Slee as

saying that some medical directors have committed "p.Jofessional suicide

because they failed to take into consideration the worries of the medical

staff regarding the possible consequences of a program of this type."

Far less -threatening and therefore widely used in community

hospital programs is the clinical conference using the physicians' own

. case material as a basis fir general discussion. Cudmote and Tippett

(67) reported a preliminary study that compared the results when one

group engaged in extra preparation prior to a visiting teacher program

and another did not. Follow up interviews with physicians revealed

that the amount or preparatory work undertaken by the two groups did

lk
not differ significantly despite the extra encouragement given to the

experimental group.

At McMaster University a time log is kept to determine whether

there is a progressive change in the amount of discussion time used

by the visiting faculty versus the learner group. Results to date

have shown no significant increase in the time utilized by the practising

physicians participating in the program (11).

Demonstrations; Supervied Clinical Practice:

In psychiatry a number of courses are reported which combine

the case conference approach with patient demonstrations, return.dem-

onstration, and supervised clinical practice, In these programs feed-

back provided through the . ;se of the two-way mirror and/or vidcetape
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serve as the basis for group discussions (26) (28) (274). Also re-

ported from this field are successful uses of psychodrama and role

playing (26). A typical example is that described by Levinson (140)

in which the physician participants re-enact patient situations prior

to and following their clinical experiences. Fleisher (98) reports

that at the University of Southern California, professional actors have

been trained to play the role of patients. This device has been devel-

oped further at Michigan State College and the University of Colorado

where preliminary work indicates a fairly reliable degree of object-

ivity on the part of the actors, thereby suggesting that an assess-

ment of student learning could be possible.

In contrast to the foregoing, Kern et al (130) at Johns Hopkins

University have described an experimental project in community psy-

chiatry using what they call "The Demonstration Week" in which practising

physicians experience the same unstructured, field work as that used in

training residents. This has been evaluated by physician responses to

questionnaires which suggest. that this technique is placing responsibil-___

ity on the physicians for their own learning and, in an ambiguous

situation requiring frequent changes of style and roles, is capable of

fostering self-learning and an attitude favourable to implementing

change.

A number of programs reported also provide evidence of a move-

ment from the classroom to the clinical practice field. Richardson (202)

described a visiting teacher program,_ conducted in one small community
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hospital in Pennsylvania in which a consultant allergist visited the

allergy clinic every t,-,.yo weeks. At this visit, sp,erAalized techniques

were demonstrated. The local physicians practiced the techniques under

superv.. nd formulated therapeutic plans for selacted patients.

Between clinic sessions, the local staff physicians implement the pi-

posed treatment plans. It is the aim of this program.to decrease

gradually the number of consultant visits and increase the transfer

of responsibility to local physicians.

Similarly, St. Justine's Children's Hospital in Montreal has

reported a consultation service in which two to three pediatricians

spend two days in a commune. hospital. In the morning they meet with

family physicians and do ward rounds, reviewing all cases. In the

afternoon they see outpatients whom the family physicians present for

examination and consultation. According to Rosier (215) this experi-

ment is proving fruitful, "not only in continuing medical'education,

but also as a way of providing the public with the services of a qualified

consultant."

Goldfinger and Federman (106) have described a successful refresher

program'in which .three general practitioners served as housemen in the

emergency department of a teaching hospital while receiving formal lectures

and cupervized clinical instruction on the latest intensive care techniques.

While this progrmm illustrates the typical traineeship in most respects,

what is GI particular interest is that the emergency nature of the ward

responsibilities automatically defined the physicians' real learning needs.

On the other hand, Brown et al (33) described an experimental project
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at Pacific Medical Center designed to retrain inactive physicians in

which it was found that the conventional traineeship program was in-

adequate for a group who were not only reluctant to assume patient

responsibilities, but also required a systematic review course using

didactic instruction. They recommend that the curriculum for phy-

sicians in this case should consist of two phases: first an inten-

sive review course ou basic aspects of clinical medicine and second

a program of supervised patient contact with a gradual assumption of

responsibility.

The only report of an ongoing inserv_ce training program en-

countered in the literature was that described by Jampol and others

(124). Sponsored by 60 physicians in group practice, this program

Utilized small group bedside session 1.tn emphasis on clinical diag-:

nosis and the management of the part_ pant's own patients. A follow

up medical audit after two years indicated that, in general, "more

appropriate laboratory and X-ray studies were being ordered in pro-

blem cases, with less tendency to initiate therapy before diagnostic

studies." Consultant specialists also felt that better patient assess-

ments were being performed prior to referral and that referral notes

displayed a fuller understanding of the problems involved.

Using a simulated coronary care unit at the Pacific Medical

Center, the Washington/Alaska RMF is conducting regularly scheduled

classes on coronary care for multiprofessional health personnel. The

equipment used for classrk;om instruction and which is , available for

loan to other centers condUcting similar programs include: tapes and
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monitors for teaching the arrthymias; A.V. presentations (slides; film

cartridges; and filmstrips) on the care and treatment of heart dThcAse:

and computer programming on various coronary care topics. In conjunc-

tion with these claSses, consultative services are provided and post-

graduate preceptorships are arranged for physicians (261). This program

has been rated so highly that other RMP are reported developing similar

or modified programs (252).

LARGE GROUPS

Instruction provided to large groups must focus on techniques

which will enhance participant interaction. Despite the widespread use

es' large groups, there are few studies reported that involve such groups.

The two descriptive studies selected for thid review' are particularly

informative.

Harshbarger (112) investigated a community mental health work-

shop attended by some 80 individuals from various health professions.

He had participant-observers gather data on the pe tinent issues dis-

cussed bathe smallbuzz groups and a comparison was made of the observers'

summaries and. the reports made by each buzz group to the total group.

Their findings revealed that while stimulating x =,(1 meaningful problems

were raised in the small group sessions, these were not reported back

. to the total group. Instead, "professional overpoliteness" characterized

most of the reports. This study concludes: "If workshops arc to be

creative forums for new ideas; the traditional roles of the various
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professional participants must be disrupted." The recommendations

stress the need for more effective feedback mechanisms such as that

provided by participant observers who would ensure that the essential

contrasting professional viewpoints would be relayed to the larger

assembly for further discussion and clarifi.:ation.

Schlesinger and Feil (221) reported a questionnaire evaluation

of a three day symposium on *epilepsy presented to a diverse group of

physicians and other health workers. They found that the highest mean

rating was given to the didactic format and the lowest to exchanges

between speakers, panelists, and the audience. They also report that

there was a discrepancy between the objectives of the participants

and 1:.:he consent of the program. Furthermore, while general practi-

tioners were relatively satisfied with the program, specialists ex-

pressed dissatisfaction with the h-i:oad coverage of subject matter.

The i nurse participants expressed a high degree of Interest in all

topics yet, the author noted, "the subject matter was geared to phy-

sicians and much of it was only indirectly relevant to the nurses'

interests." One may infer that the findings of this study merely

reiterate one of the basic problems inherent in large learning groups- -

"How wide a net shOuld',be cast, and how large should the opening be?"

MASS MEDIA

The radio, television, and the .telephone are three of the most

ubiquitous communication devices in North America. All three of these
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have been used for many years to diffuse new medical information to

physicians but it Is only recently that they have been adapted.to pro-

vide systematic instruction. These media provide a way of extending

the range of an instructor to many groups and obviate the necessity of

forming a specific instructional group at a specified location with an

instructor present in person. In some respects, they have been used

more extensively in continuing medical education than in any Wither sub-

ject area. This is due,-no doubt, to the fact that the potential partic-

ipants are clearly identified and the motivation to learn is generally

high. Unfortunately this pattern of instruction has not been studied

adequately.

Radio Conferences:

A most noteworthy innovation in continuing medical education

has been the two-way radio conference pioneered by Woolsey at Albany

College in 1955 (279). In the typical program, physicians gather

around a combination transmitter and receiver set located in their

community hospital. Following a brief lecture by medical school. per-

sonnel, physicians in the participating hospitals take turns in sub-

mitting questions and comments to the lecturers. Frequently, slides

and other supplementary materials are distributed to the hospitals in

advance to be used in conjunction with the program. Initially, 21 hos-

pitals were linked with the medical college. In the fourth year of

operation, five New England Medical colleges and their affiliated hos-

pitals were participating in the network. Physicians in affiliated
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hospitals were provided with an opportunity to listen and to direct

comments and questions to faculty experts from six different medical

colleges. In 1963, Ebbert (80) estimated that approximately 1,298

physicians in 36 hospitals were being reached by these radio conferences.

In addition, the number of uncounted physicians who listed to the pro-

grams was thought to be considerable. The cost to each participating

hospital in the Albany Network is $700 per year per hospital. This

fee covers more than one hundred programs and the supplementary Instruc-

tional materials. Woolsey (277) also describes a new program format

being offered co-operatively with six medical schools in 15 participating

states. This program is presented as a medical case which the phy-

sicians first analyze on a special form listing a variety of possible

tests and prOcedures. After each participant has decided on his diag-

nosis and treatment, the instructor analyzes the case, and presents his

approach to the problem. When the presentation has been completed, phy-

sicians discuss the case management via two-way radio. Preliminary

studies suggest that physicians become more skillful in their diagnosis

after experience with this approach to case management.

Farber (95) estimates that more than 800 physicians within a

500 mile radius are participating in the programs conducted by the

University of California School of Medicine. More than 1,510 copies

of lecture, notes and case presentations are mailed each week to partic-

ipating hospitals. Many hospitals tape the programs so that physidians

may hear any broadcast at their convenience. To date, the findings of

the California experience show that the greatest response has been from
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have been a major step forward in bringing the most recent concepts into

outlying districts with a minimum of expenditure."

There have been few, if any, meaningful evaluations of the effec-

tiveness of two-way radio conferences. The only objective evaluation fount

was that undertaken by Richardson et al (201) in 1963. This study at-

tempted to evaluate a radio series through the use of before and after

tests for knowledge gain. Using a sample of 70 volunteer physicians

who had participated in the program, and a control group consisting of

12 non-participants, Richardson was able to show a statistically sig-

nificant mean score difference of 1.6 between the first and tests

for the experimental group, and no statistically significant -difference

for the control group.

The medium of radio has scarcely been used in Canada for con-

tinuing medical education. The only report of a viable program en-

countered was from the University of Alberta. In 1968, a series of

twenty-one radio seminars were offered. These-were considered to be

successful, so it was planned to extend the broadcasts (7). As a part

of its proposed Multi-Media Information Retrieval System, the University

of Saskatchewan plans to establish a province-wide radio-telephone

aeries in co-operation with the C.B.C. (13).

hedical Radio Network:

Aitken (4) reports the establishment in Boston of a Meaical

Radio Network which broadcasts musical programs into the participating



88

physician's office twelve hours a day. The music is interrupted every

hour by a fifteen to thirty minute medical program to which the doctor

may listen, with three opportunities each day to listen to each of the

four programs offered.

Telelectures:

A pilot project to provide continuing education to physicians

via telelzctures or amplified telephone at the University of Wisconsin

bas been described by Meyer et al (156). Initiated in 1965, seventy

hospitals are linked by private telephone lines to the University Med-

ical Communication Center. The general program format follows that

used with the two-way radio conferences, including a brief lecture with

slides followed by a discussion period. Participating hospitals take

turns submitting questions and comments. In the 1967-68 academic year

80,000 hours of instruction were given with "neither faculty nor stu-

dents moving away froia tom"" comPunir4.4es tfteir 1 a :A respon-

sthilitie ." Fortney k (W repo.*_ s that the Missound OS busm.6,..itabLasiled

a similar telephone netwcrt linking many of the remote hospitals in

Missouri with the university's medical center.

The South Carolina RMP is offering consultant conferences in

the field of malignant diseases of children via statewide telelectures.

Plans are underway to make videotapes of patients as well as of special

diagnostic and therapeutic procedures which will be sent to each of the

participating hospitals. Simultaneous viewing will then 17e possible

during the conferences (166).
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In contrast, Lyons (143) reports limited success in the Central

New York RMP experiment with telephone networks. Among the many tech-

nical problems discussed, he notes that faculty unfamiliar with the

method are often uncomfortable talking to an unknown audience and that

physicians are equally reluctant to ask questions. He notes further

that nurses and medical technicians have made greater, use of the net-

work than have physicians.

Television:

During the past fifteen years, television has probably received

more attention than any other medium. Referring to its use in con-

tinuing medical education, Ohliger (176) states, "Mass media courses

for the medical profession ate blossoming all over the map, but mainly

in the United States," and he quotes Moses as saying, "SduCational

television has proven to be immensely' useful in keeping doctors abreast

of advances in medical practice..."

Despite all the publicity surrounding its varied and widespread

use, closer scrutiny reveals that the use of television has spread

rather slowly (193). Moreover, much of what is in use is still exper-

iMental. (111). Since Harris (111), has reviewed so recently the pub-

lished literature on closed circuit systems, this report is concerned

larirly with the use of open circuit, standard receiver, and scrambled

or encoded broadcast television.

In 1954 Warner and Bowers (259) reported the first use of open

circuit television in postgraduate medical education at the University
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.of Utah. The program consisted of a series of medical clinics and was

telecast over a commercial station in Salt Lake City, that had a range

which included 75 percent of the practising physicians in Utah, In

order to minimize public viewing, off air time was used and publicity

was restricted to direct mail to the physicians. To promote partic-

ipation, an unlisted telephone was installed and physicians were

encouraged to place questions by collect calls. The success of the

experiment was attested by favourable physician ratings of the program,

high participation by more rural physicians, and no adverse criticisms

from the lay public. This resulted in the regular use of open circuit

televisip for continuing medical education by the University of Utah.

After that experiment, Wayne State:University, the University of Texas,

the University of Oklahoma, and others began telecasting similar pro-

grams on an experimental basis frequently using tapesinade at the Univer-

sity. of_ Utah (43).

Commenting on the instructional techniques used in these early

programs, Castle (43) notes:

While the method of presentation has varied from illustrated
. lectures, panel discussions, question and answer periods, and

demonstrations of procedures and patients...the approach most
frequently used has been informal discussion between two
teachers with libef'al use of visual aids to demonstrate and
emphasize salient features of the presentation.

A slightly different approach at the University of Florida was

reported in 1963 by Michael (158). This program consisted of a grand

rounds type of presentation in which three local physicians served as

one half of a panel in one studio in Jacksonville some sixty -five miles
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away, with the other half consisting of faculty members located in the

studio at Gainsville. A micro-relay system provided an opportunity

for an exchange of questions and answers following a case presentation

in the Jacksonville studio. This approach was felt to "bring the

university to the bedside teaching" and it was concluded that this type

of conference was highly desirable.

In Pittsburgh particular efforts have been made to involve local

hospitals. In 1962 a series of regular weekly broadcasts consisting of

"lime" grand rounds and with a brief ;medical., newscast- was initi-

ated in 29 commund5ty hospitals. In 1965, Miles and Wolfe (167) reported

an expansion of:this program to include 63 hospitals extending through-

out the tri-star-P area_of South Western Pennsylvania,,Eastern Ohio, and

Northern West Virgdnia. In 1967, 70 haspiralc, were partirtilla in t
this network (176).

A televised lecture series called "Boston Medical Reports" was

launched in 1964 taking as one of its principal objectives, "the region-

alization of medical education by means of television, expecting it to

become a part of a proposed university without walls." In this network

were stations in Maine, New Hampshire, Massachusetts (209), and more

recently, Rhode Island and Vermont (176). One noteworthy element of

the series was the "Physicians' Notebook for the Boston Reports."

Intended as a promotional attraction, prior to the telecasts a copy

of a three ringed notebook with informative materials announcing the

series, its purpose and format was mailed to all potential viewers in
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Maine. Subsequently supplementary literature accompanying each lecture

was sent to physicians to add to the notebook which could then serve as

a reference source. Another important element of this project was the

effectiveness studies which "provided continuous feedback to program

planners so that they could modify future programs."

Although attempts at an objective evaluation of the series

were hampered by limitations of the research designs, it was felt "that

Boston Medical Reports did provide a review of medical topics _-and for

some viewers, significant_learning did take place.." Moreover, it _was

felt: that "the series laanched a strong movement =nmard a.:eatar use

ofmares czmmunication techniques In I3 oggland,"ttric1 ualEn6--the ini-

n of a similar series entitled "New England Dental Reports for

Continuing Dental Education." In addition, it pioneered an effort at

regional co-operation and presently a special package of 42 programs

entitled Medical Reports, Boston, Buffalo, Pittsburgh, is being offered

by the Eastern Educational T-V Network to its member stations.

The total cost of each program was approximately $4,000 or about

$4 per potential viewer and between $10 and $12 per actual viewer in

Maine. Increasing regional distribution decreases costs and the estimates

of the number of viewers per program range from 9 percent to 38 percent

of the potential physician participants.- Robertson and Pyke (211) con-

clude,1 "Size of target audience must be weighed against cost, including

time and effort to produce and broadcast television programs...If the

target audience is small, television, a mass medium, may be leia-mone-

tarily efficient and 'educationally productive than other instructional

methods."
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The Oregon Medical Association in 1956 sponsored a broadcast

television series produced by a committee of seventeen members of the

association. By placing this reponsibility on its active membership,

it was hoped that practitioners would become more involved in planning

their own continuing medical education. The series entitled "The

Oregon Medical Review" was broadcast weekly from January to April and

focussed on content relevant to the role of the first contact physician.

A study was made through mail questionnaires and follow up telephone

interviews, using a represenfativ-, sample drawn fin the potential

viewing audience.of 1,651 physicians. This disclosed that while the

first five programs attracted relatively large numbers of viewers,

interest was not maintained. The maximum number of physicians view.ng

any one program was 10.4 percent of the membership. From responses

to the telephone interviews it appeared that the involvement of the

membership of the Association in programming was achieved in theory only,

perhaps "because the television committee...in their concern to get the

job done, permitted the development of an organizational structure that

was just as distant from the average member and involved just as

hierarchic patterns as the sponsorship of other programs of continuing

medical education." Moveover, it was found that the program lfanners*

frequently used individuals who were unable to adapt to the television

medium. Even more important, was the failure to identify specific

instructional objectifies for each program. In conclusion, Meighan and

Treseder (153) noted' "The medium provides a means whereby programs of



94.

continuing medical education may be distributed wid

some outstandingly attractive features. However, :

ucational effectiveness is required to show that tl

tractions are not Illusory."

In 1963, the New York Academy of Medicine 1

open circuit television its weekly Clinical Science

sicians. The purpose of this project was "to ascei

ability and effectiveness of television as an addli

continuation medical education in a metropolitan al

peated polls, the size, composition, and opinions c

ipating in the program were studied. In addition,

determine the impact of the program on its audience

information test which was administered to 100 Irlev

viewers covering a period of from four to eight mot

sentation of selected programs in the series. Wh:

this study- were somewhat clouded by time variables,

dicateC that no specific learning could be dernonsti

mulatively, polls revealed an audience averaging of

of the potential viewers that was attracted to the

(148). Considering the expense and effort, so sma:

not justify continuing the program, so it was term.:

FahS and Miller (94) described the evaluate

broadcast in the state of Minnesota between 1967 am

nine programs of the aeries were analyzed from ichre
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1) the accuracy and recognition of scientific information; 2) the success

in communication; and 3) the relevance of the programs to the care of

patients. Four panels of physicians who were specialists in the areas

covered by the programs were selected to make the evaluation. A compar-

ison was made also of the actual and potential viewing audience "with

information on why physicians did not watch and what insights came to

those who watched."

Since objectives for specific programs were not clearly defined,

the panelists were hampered in their attempts to evaluate them. In

general, the scientific content of the series was judged to be adequate,

reliable, and accurate. With respect to communication and technical

production, the comments of the panels were unmistakably negative. As

one panelist put it, "These gentlemen communicating with each other about

their own habits of practice just don't convince me that I want to emulate

their style." Another concluded, "One program could have been put on

audio alone with no need for vision. The appearance of the panel, unless

its personalities are dynamic, is less than worthless."

Comments from viewing physicians suggested that "a considerable

amount of program testing occurred, and where one program was useful to

the physician in his practice, he tried others. Conversely, when he re-

ceived no benefit he quit watching. And the more programs the physician

saw, the clearer it was that he was getting something out of the series."

The major reasons given by physician.for not_viewing were: not knowing of

the program's existence, forgetting to watch, or being too busy. Some

also indicated that they preferred to watch the ten o'clock news. The

authors conclude:
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No one doubts that continuing medical education through tele-
vision has potential. However, few believe that its full

ipotential is presently being utilized, and virtually all are
willing to experiment to some extent. This evaluation reaffirms
such generalizations and hopes that continuing effort be
applied to both new and old methods.

A number of medical centers in Canada have reported some ex-

perimentation in the use of broadcast television for continuing medical

education (11, 119, 253). The general impression gained from the

literature is that most Canadian productions have followed the typical

American format: namely, lectures or panel presentations followed by a

brief question and answer period. As in the United States, the prob-

lems of techninal production, costs relative to viewership, and diffi-

culties in evaluating the worth of televized programs, have been

identified as the major obstacles in the use and expansion of the

'medium (119, 253).

Encoded or Scrambled Broadcast Television:

While no studies encountered to date have revealed specific

reactions from lay viewers, the question of complete professional

privacy is still being debated within the medical profession (263),

and this has resulted in a network of medical schools and affiliating

hospitals in California using scrambled or encoded broadcast tele-

vision (30) (165).

Under this system, the picture appears on the standard tele-

vision screen, but in encoded form thus preventing public viewing.

Decoding or unscrambling is accomplished by a modified receiver.

Because these decoders are still relatively expensive they have been

placed only in the affiliating hospitals in the California experiment.



This is believed to have several advantages: 1) it makes the communi

hospital the center for continuing medical education, 2) it makes feE

ible an accurate record of the number of viewers of each program, anc

3) it makes it possible for the universities to charge a tuition fee

for participation in the network, which in turn makes superior prod-

uction techniques possible (30).

The success of an initial pilot project linking 15 community

hospitals with the University of California in 1965, resulted in the

expansion of the number of participating hospitals and the merging of

six major medical centers and their television facilities to form the

Medical Television Network (MTN) for the production and distribution

of televized programs. At theend of the second year of broadcasting

Brayton et al (29) reported 72 hospitals participating in MTN with ar

additional 18 hospitals participating in a video tape distribution

system whereby hospitals received the programs on one inch videotape

which could then be played on relatively inexpensive video recorders.

Through a contract with the United States Public Health Service, the

MTN is currently operating with a professional staff and facilities,

consequently, the quality of the programs has been greatly improved a

the tuition charged hospitals has been lowered substantially. Atten,-

dance data shows that MTN broadcasts are reaching some 750 physician

viewers each week and that approximately 28,000 hours of instruction

are provided in the 38 programs offered yearly. Siace most of the pr

grams have generalists as their target audience, it is not surprising

that the greatest number of viewers have been general practitioners a



11E-111.._



internists, with specialists in the na'

least motivated to participate. In 1

that:

ties being the

et. al (30) reported

the MTN videotape reduplication and distribution system has
been re-organized to combine the Southern California tele-
vision resources with those of a similar encoded network in
San Francisco for Northern California...The resulting videotape
distribution system, now called the California Medical Tele-
vision Network will reduplicate and pool the outstanding
programs broadcast for medical and paramedical education in
each area and regularly distribute these to participating hos-
pitals...In this way, the combined medical faculties in the
most populous state will form the academic base for continuing
medical and paramedical education using the newest television
modality.

Despite such optimism regarding the future of encoded broadcast

television, in a recent report of an evaluation of four programs spon-

sored by the Northern California Network, Mock et al (165) concluded:.

While most of the assessment techniques in this study encoun-
tered serious sample depletion, given this limitation...
virtually no measurable changes in either behavior or infor-
mation level were found which could be directly attributed
to the prograv3...It was noted that two hospitals changed
their infection control procedures, but does this make the
series worthwhile? The answer to this question would require
an objective comparison between postgraduate medical television
and other teaching media. The studies which will provide an
answer to this question remain to be done.

More pointedly, Lauler (55) concludes: "The exploitation of

a given medium without leveraging its advantages in juxtaposition to.

other media doomed the television medium to failure...The major limi-

tation of the production of television or movie material resides in

the software aspect."

Slow Scan Television:

An experimental project currently planned at the University of



Wisconsin will use slow scan television carried by a telephone and radio

link from the classroom at the Medical Communication- Center to four

small community hospitals with reception facilities. As described by

Meyer et al (156):

Using this medium still snapshots are transmitted over ordinary
telephone wires thus obviating the need for expensive co-axial
or microwave relay systems. Special receivers store the pictures
and release them approximately eight minutes later...Thus the
participants in the community hospitals have the live voices,
the slides, and other visuals used during the conference as well
as the still pictures.

Other attributes which' make slow scan television attractive are:

Its ability for random access information retrieval so that 5,000
hours of instruction and 10,000 visuals can be stored, retrieved,
and shown in remote points. In addition, it holds the ability
for hard copy printout at remote locations so that printed infor-
mation inserted at one end cf the system can be faithfully re-
produced at the other without teletypewriters, a sort of long
distance Xerox Machine.

SUPPORTING DEVICES

The supporting devices reviewed here are those educational

technologies which have found their greatest use'as quick information

sources, or as a means of self instruction.

Motion Pictures; Videotapes:

Probably the most significant development in the area of films

has been the establishment of a Single Concept Film Service offered by

the University of Wisconsin. Community hospitals are provided with a

small portable projector along with single concept films on new medical



techniques which are on loan for six weeks. Each film runs from six

to ten minutes and contains only essential information. When the user

presses a lever the picture an' A start immediately. Since the

film is self re-winding, he c the film a second time merely by

pressing the lever again. Meyer et al, (155) report that a series of

six films are in circulation among 47 hospitals in Wisconsin. A recent

survey based on approximately 1,600 questionnaire responses from prac-

ticing physicians revealed that 93 percent of the respondents felt that

the films provided useful medidal information.

According to Wenrich (263) pharmaceutical companies have also

produced a number of films and TV kinescopes which are loaned to hos-

pital and medical groups. The Upjohn Company has produced a series

called Grand Rounds on 16mm film which is available through its regional

offices. Similarly, the Roche Medical Laboratory produces videotapes

for its "network for continuing medical education" which includes hos-

pitals across the country.

Audio-Ta e Recordin s and Disc Services:

Probably the oldest and most established tape recording sub-

scription service in operation is Audio Digest, a non-profit subsidiary

of the California Medical Association. Oakley (175) reports that some

30,000 tapes are sent each month to subscribers in the United States,

Canada, and overseas. These tapes, ranging from one half to one hour

in length, represent edited portions of lectures, panels, discussions,

and symposia published in current literature. The areas of medicine

covered by this service include general practice, internal medicine,



surgery, obstetrics and gynecology, pediatrics, anesthesiology, and op-

thalmology. Important meetings are also taped and sent to subscribers.

Wenrich (263) reports that Excerpts Medica has begun producing "Voices

of Medicine" weekly tape reccrdingsof abstracted literature

and feature presentations on selected subjects. The American College of

Cardiology, in collaboration with the Radio Corporation of America, has

begun a monthly tape service called Access Library Service focussing on

subjects which have the greatest relevance to the practice of cardiology.

(146).

While the aim of these services is to provide a way that busy

practitioners can acquire information by listening in their homes or

while driving to work, reports suggest that only a certain proportion of

physicians are attracted to this process (4, 37, 263). A study reported

by Aitken (4) found that of the 655 tapes requested and sent out in 1961,

29 users who took ten or more tapes each year used 513 of the total.

Another finding of interest was that 60 percent of the tapes requested

went to general practitioners in the country or small towns. In 1962,

the Canadian College set up a disc service using twelve-inch long-playing

discs in which 'the members of the service retained their own recordings.

This proved extremely popular, and by 1963 a number of listening groups

had formed.

According to Harris (111), Smith and Holst Incorporated in

California have deVeloped a series of illustrated medical lectures using

both film strips and tape recordings produced by Lima Linda University

School of Medicine. These lectures range front anesthesiology, internal



medicine, obi-trq.rics, cancer, and cariovascular disease to urology.

Abrahamson and his colleagues (3) at the University of Southern

California report a recent evaluation of a special self-instructional

device combining a seven inch record with a film strip. In this study,

100 general practitioners selected by stratified random sampling in the

11 Western states served as the experimental group while another 100

served as controls. Fifteen programs were circulated to the physicians

participating in the study. Assessment procedures included: 1) post

tests of information; 2) pre-and-post project questionnaires assessing

"communication behavior" and program acceptability, and 3) interviews

of a sample of the physicians to validate questionnaire responses

and to augment the data. Analysis of the data revealed a significant

acquisition of information on all programs; high acceptability of the

approach, but no significant change in "communication behavior" (defined

in this study as "the way in which physicians attempt to obtain con-

tinuing education").

In keeping with his basic philosophy that learning should be

both fun and challenging, Woolsey (277) is developing a medical jukebox

which will offer physicians 160 six-minute 33 1/3 rmp records, totaling

16 hours of instruction. To illustrate the spoken word, two dial-access

Carousel projectors have been integrated into the jukebox mechanism so

that two by two inch color transparencies are automatically synchronized

and projected. If the doctor has a question which the jukebox can not

answer, a tape recorder will record the question with the physician's

name and address, and it will then be answered by return mail. Another



interesting feature will be that the user will be asked to evaluate the

material presented at the conclusion of each record, rating it---very

helpful; helpful; slightly helpfUl; or no help, by punching an appro-

priate brtton on the machine. Also being considered is the inclusion

of an option that would require the physician to drop a quarter in the

slot in order to get his program. At its conclusion,.he would be asked

a relevant question and offered four multiple choice answers. By pushing

the appropriate button he would indicate his choice and if his answer is

correct, his quarter is returned.

Mediphone Services:

In 1966, the University of Wisconsin pioneered a non-computerized

Dial Access service. The objectives of this project were: 1) to make

available current authoritative information twenty four hours a day for

use in emergency situations, and 2) as a method of updating medical

information. Intended strickly as a quick source of reference each tape

is five to six minutes in length. When the physician wishes information

relevant to any of the 230 subjects listed in the directory, he merely

dials the toll free number designated, and requests the tape. In an

average of twenty seconds after receipt of the call the tape is played

for him over the telephone line. A preliminary survey in 1968 revealed

that 1) such a library had equal appeal to general pra6titioner and

specialist in both urban and rural areas; 2) a significant number of

physicians used the service as long as promotion was reinforced fren-

quently, while a small number of practitioners uaed the library as an

established source of information retrieval; and 3) a significant per-
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cent of library ulilization was for continuing education, that is, re-

view, or updating knowledge or gaining new medical information. On

the basis of these findings, Meyer et al, (157) conclude: "Whether on

the basis of popularity or evaluation data it appears that there LL.

sufficient degree of enthusiasm for this means of information retrieval

and that the dial access library concept can be expected to experience

rapid growth." Minnesota and North Dakota are linked to the Wisconsin

Library using their own separate communication systems.

In Canada, the University of Saskatchewan has recently initiated

a Dial Access Service. To date, "Three hundred and six five-minute

messages have been received from Wisconsin and booklets listing titles

have been distributed to all Saskatchewan physicians. Twenty new scripts

for messages have been completed by Saskatchewan specialists and twenty

more are in preparation." Utilization of the service is reported satis-

factory to date (13).

The Missouri RMP has sponsored the development of a Dial Access

Library which differs from the Wisconsin Library in that the system is

computerized. According to Fortney (101), "this make6 the,service

chepaer and more efficient, eliminating the factor of human error." A

number of medical specialists are helping to test the system by evalu-

ating the messages from the experts' viewpoint and advising where

rections are required. Under the Alabama RMP the University of Alabama

cor-

has recently become the headquarters for a "wide area telephone system"

providing live telephone consultation services for physicians in widely
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scattered rural and semi-rural communities and their hospitals. Called

MIST, this project is reported to have served over 900 consultations re-

quests from all parts of the state in a six month period. brown and Uhl

(32) report that both community physicians and faculty have found the

system both feasible and useful.

Correspondence; Programmed InstructImn:

In 1962 the journal Sectrum published an article on programmed

learning, along with a programmed sequence on how to read an electro-

cardiogram on myocardial infarction. The issue was circulated to 225,

000 physicians in the United States, of whom 50,000 replied with a

"blanket endorsement of the program." As a result, a longer program

on allergy and hypersensitivity was made available to physicians on

request. Balson (18) reports that this programs is in use in 81.37

of the American medical schools.

In 1964, Spiegel (234) reported a subjective evaluation of a

course on Diabetes Control taught by programmed instruction on a teach-

ing machine. Of the 78 physicians who completed the course, all felt

it was a meaningful program. In comparing this device with other ed-

ucational techniques, the physicians strongly endorsed the teaching

machine approach. On the basis of post program interviews and follow-

up mail questionnaires; it was estimated that two thirds to three

quarters of the physicians who completed the program have modified, or

will modify, their diagnostic and/or treatment practices with diabetes

as a result of having participated in.:the course. Programmed instruction
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like correspondence studies, appeal, to have found its greatest use as

a supplementary device used in conjunction with other forms of instruc-

tion (54, 59, 61).

Computer Assisted Instruction:

Computer assisted instruction (CAI) in medical education is still

in its infancy. Paxton (180) reports that "a number of diversified medi-

cal cases have been computer programmed by the University of Illinois.

A physician with an interesting case can question.the computer in his

own words and the imaginative programming enables the computer to pick

out key words in the doctor's statement for which it then provides the

the appropriate answer. Also under development are several computerized

self-testing programs° Although these are still experimental, it is

planned that they will be expanded to include continuing education hook-

ups with some outlying hospitals.

Ohio State University has some tutorial evaluation programs

routinely available to medical students and by telephone lines to phy-

sicians in ten area hospitals. The equipment is less elaborate in that

it uses teletypewriter terminals instead of TV display screens. The

teleprinter is augmented by a slide projector with coloured slides and

the computer instructs the user ighen to view a particular slide. The

learner takes as long as he likes to examine it then types the response

called for by the program.

The University of Oklahoma tested a variety of computerized

teaching programs between 1965 and 1968. Harless et al (110) report
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the findings of one study involving fourteen practising physicians who

attended a one week course in clinical anesthesiology in which a one

hour CAI lesson'was included. Data showed that the physicians' atti-

tudes toward CAI, educational television, and programmed instruction

texts were comparable before exposure to CAI. After the CAI lesson,

attitudes toward CAI were significantly more positive than were atti-

tudes towards either educational television or programmed instruction.

At the University of Southern California, Abrahamson et al (3)

hare produced a computerized learning aid called Sim One which is a

realistic mannequin upon which physicians may learn how to carry out

endotracheal intubation. The computer is programmed so that the manne-

quin reacts physiologically to various drugs or treatments which may

be administered. Continuous graphic displays show the changes in blood

pressure, pulse rate, etc., thereby depicting the mannequin's responses

to treatment. Wires run from strategically placed magnets and sensors

in Sim One through a large cable to the computer and to the instructor

at a control console through which the instructor is kept posted on

the physician's progress in learning. In one study of skill acquisition,

the learning rate of ten new anesthesiology residents was compared.

Five.of these experienced conventional instruction and five learned the

technique using the mannequin. Findings revealed that those who used

Sim One took an average of 30 attempts over a period of 45.6 days to

achieve nine out of ten professionally competent intubations as compared

with 60'attempts in 77 days for the control group. There are plans to

develbp refinements of Sim Onefor teaching other specific techniques to
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medical and paramedical workers. Penton (180) indicates that the Sims

"can shorten the time required to teach manual procedures in almost

every phase of medicine."

Allen and Ottem (5) report three experimental programs utilizing

audio response computer services. One is a drug compatability program

in which the input is a pair of drug codes and the output one of four

compatabilities: "yes", "no", "conditional", or "unknown." The second

program is a burn formula program which calculates the proper initial

quantities of electrolytes and fluid required in treatment. The third

is a symptom diagnosis program that is augmented by diagnostic data in

the literature.

A similar but more sophisticated computer program is reported

in operation at the University of Missouri. This program, called

Consider uses cathode ray tube (T.V.) input-output terminals. The

major weakness is the absence of printed output which could be required

for legal reasons or for a patient's record.

The cost of these programs is reported as reasonable. Allen and

Ottem (5) estimate that:

grams:

The intravenous additive program costs under 35 cents for each
run plus $10 per month for program and data storage. The burn
formula program which is purely computational, costs roughly
50 cents per use plus $1 per month for required storage. The
diagnostic assistance program costs about 40 cents per calcu-
lation plus $2 per month for storage.

They suggest a feature which would greatly improve computer pro-

Access to data bases from various authorities for controversial
subject areas.. This feature would give a computer network some
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of the flexibility now offered to the physician by having
several medical textbooks, journal articles, and scientific
documents available on particular topics.

ORGANIZATION FOR INSTRUCTIONAL TECHNOLOGY

A number of recent articles provide evidence of attempts to

create proper facilities and environments for the effective use of mass

media in continuing medical education. Also being discussed and imple-

mented are centralized systems to expedite the development and dis-

tribution of instructional materials and devices on both regional and

national levels.

Regional:

In 1959 the University of Utah developed an Audio-Visual Kit

which could be shipped, to physicians in rural communities. Contained

in the kit were medical discussions on long play records, accompanying

'.scripts, and coloured slides. This mail service proved successful so

other organizations developed similar programs (232). The University

of British Columbia is developing a Mobile Van Service '(164) to pro-

vide a multi-media approach to continuing education for physicians and

members of the allied health professions in British. Columbia, particularly

those who find it difficult to leave their practices.'

The Alaska/Washington RMP is developing a unit which will produce

and co-ordinate all educational materials for projects in the two state

region. It is anticipated that greater efficiency will be achieved

and considerable money saved by centralized production. More partic-

ularlysliowever, the main emphasis of this unit will be to "provide up

to date information to the more isolated rural physician by way of
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modern communications technology (138).

Cooper (63) reports the establishment of an Office of Audio-

Visual Education in the Health Sciences Center at the University of

Colorado. With the University's multi-disciplinary student laboratories

(unit teaching laboratories), and the newly, constructed Office of Research

in Health Science Education, it will serve as a central source for pro --

duction, distribution, and evaluation of multimedia programs for the

Colorado/Wyoming RMP. Among the many educational approaches which have

been explored, two proposed pilot projects are of particular interest.

The first is a videotape exchange program among hospitals within the

Cclorado/Wyoming region whereby videotape recordings made by the clinical

staff of hospitals will be exchanged on a weekly basis. The second will

be the production of z series of single-concept films and filmstrips on

oral cancer, the audio portions of which will be capable of alteration in

such a way that the same films and filmstrips will serve dental hygenists,

nurses, physicians, dentists, or patients.

The University of Saskatchewan (13) has decided that its major

focus for the next several years will be on the development and promotion

of improved "Information Retrieval" methods, and a four stage program has

been outlined: 1) to assist community hospitals in their efforts to pro-

vide-improved library facilities; 2) to encourage and assist physicians

in the improvement and expansion of direct telephone consultations, 3)

to establish Dial Access Telephone Library,facilities; and 4) to assist

base libraries in their efforts to provide rapid and efficient subject

and bibliographic retrieval by both manual and automated means. Efforts'

to develop each phase are proceeding simultaneously.
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In the Albany RMP, community hospitals are being developed as pro-
totype learning centers for the use of newer instructional

technology.
These are being set up in three sizes: are for hospitals

with staffs of up. to twenty doctors
'.r.c...a2;Rre sound tapes, telephone

dial access prograMs, radio receivers which will allow two-way radio

conferences, and other related visual materials. The medium sized cen-
ters for hospitals of froIL twenty to fifty physicians will include in
addition the medical jukebox. The largest hospitals will have videotape

projectors as well. These learning centers are being established either
as an integral part of the medical library or are located adjacent to a
library and are under the continuous supervision of library personnel.

According to Woolsey .(277),

Medical libraries can no longer exist just for the storing andretrieval of printed information. To be really useful, a medicallibrarian should be on hand as an instant consultant. If whatyou need is not immediately
available, the librarian should digit out quickly or the impulse to learn may be lost.

Similarly, Castle (41) reports that the Inter-mountain RMP staff
have helped to organize the following learning resources in the major

community hospitals:

Conference Room Equipped With
Established

Usual teaching aids
18Audio playback

Television playback facilities 4Two-Way Radio Connection with the University
Medical Center

32Medical Library and Exchange System with
University Resources

Audited Medical Records System, Integrated
with Educational Programs (PAS MAP) 9Medical Education Co-ordination, or Core
Faculty

5
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National:

As the various medical centers became increasingly involved in

producing programs for television, the need for a centralized agency to

co-ordinate programs and film exchanges has culminated in the establish-

ment of a National Association of Medical Television Broadcasters in

1965 with headquarters in Utah. The objectives of the Association are:

1) to promote the use of broadcast television as a medium for continuing

education, and 2) encourage wider co-operation in program planning, pro-

duction, and distribution. At the moment, videotapes are readily avail-

able through the services of this Association (AMTVB) and according to

Brayton et al (29), "any medical school or organization having access

to an ETV station or link up with such stations can.now initiate its

own postgraduate medical television broadcast series at minimal cost:"

The National Medical Audiovisual Center (NMAC) in Atlanta,

Georgia, lends more than 93,000 audiovisual items each year to members

of the health professions. The Center is said to have the world's

largest medical audiovisual collections In addition, the NMAC produces

all types of audiovisual materials for health professions and serves as

an international clearinghouse for biomedical audiovisual information

(172).

The Medical Literature Analysis and Retrieval System (MEDLARS)

is a computerized bibliographic system developed by the National Library

of Medicine. In use since 1964, this system indexes the major medical

journals using a computer to store the information. Index Medicus is

printed directly from the computer, thus by scanning the subject section
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of this listing, a searcher may determine whether his field of interest

is adequately covered by MEDLARS. If so, MEDLARS will retrieve the

literature relevant to his specific request. Lancaster (136) reports that

"over 3,000 demand searches are now formulated annually at the National

Library of Medicine. Additional searches are being handled at regional

MEDLARS centers in the United States, the United Kingdom, Sweden, and

more recently in Canada." Although not without its limitations, MEDLARS

offers the most extensive and quickest indexing service presently avail-

able on medical literature.

The Interuniversity Communications Council(EDUCOM) was organized

in 1965. It represents not only the health professions, but also a variety

of university disciplines equally interested in developing and 'sharing

resources in higher education. Although beginning with representatives

from eight universities, Miller (162) reported eighty-eight participating

universities in 1968. Future plans of this organization include the

development of a_multimedia electronic network which will facilitate

sharing of resources and accelerate information processing. In medicine

this will provide rapid access to specialists when their advice is

needed. The four criteria followed in developing the network are:

1. That it be interdisciplinary for all fields and not only
for the health sciences.

2. That its services be available everywhere in the United
States, and eventually, by extension, everywhere in the
world.

3. That it be a multimedium network, not limited to computers
or facsimile transmission of documents or television or
computerized program instruction,. but including all media
of educational value which can be put on an electronic.net
work.

4. That- whenever feasible, all materials be available rapidly
on demand,, when desired by the user.
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CHAPTER V

EVALUATION

Since the primary objective of continuing education in medic

is the achievement of learning that will result in improved patient care,

it is necessary to evaluate program activities. As Abrahamson (2) has

stated, evaluation is a "continuous process based upon criteria co-

operatively developed, and is concerned with the status of, and changes.

in behavior of the learners." In theses terms, evaluation has not been

an integral part of continuing education in medicatne although it is now

becoming a matter of concern. There has been an increase in the number

of evaluation studies found in the literature over the past few year

but most of these suffer from inadequate. design and measurement so that

the results achieved are largely inconclusive. Such evaluation as has

been reported is principally subjective but there is a promising in-

crease in attempts at the objective assessment of learning.

SUBJECTIVE ASSESSMENT

Next to attendance records, the most commonly reported form of

evaluation is the follow up questionnaire which solicits participant

opinion with regard to a program (2, 220 241.). The information usually

sought includes why physicians attended, their impressions. and opinions

with respect to various aspects of the program, and whether they felt

they achievedtheir objectives. .Since these instruments solicit unver-
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ified subjective opinions about an educational event they are often

referred to as a "hapiness index" or opanionnaire. While such instru-

ments may be useful in planning future courses, they provide no evidence

that learning really occurred. Donnelly and Natfulin (77) report an

experiment which illustrates this point:

We recently conducted a somewhat_almited study of the validity
of the so-called happiness index. An actor was hired and pro-
grammed to speak incoherently on a topic of interest to medical
educators...His name, erroneous titles, and degrees were included
on the program seminar. He gave a highly technical presentation
which consisted of nothing more than mere double talk. He spoke
on a subject about which he knew nothing. An analysis of the sub-
stance of his presentation indicated that it consisted primarily
of unrelated examples and a few good jokes. Following this very
"entertaining" lecture, the audience (consisting primarily of
instructors...) was administered a replica of one of the hapiness
questionnaires...Without exception the group rated the lecture
and ensuing question and answer period highly in every respect.
They found it interesting, informative, and stimulating...

In other words, the nedical educators in attendance were very

happy with the instructional experience despite the fact that the pro-

grammers had minimized the learning component. While this is obviously

an extreme example, most writers agree that it is not sufficient to con-

sider a program successful simply "because attendance is high and com-

plaints are low" (27). More recently, various modifications of the

happiness index have been reported. Levinson (140) evaluates his one-

week health seminars by having participants rate each lecture and all

other aspects of the seminar on a five-point scale. They are also asked

to comment freely about the experience and to add additional comments to

the evaluation sheet at the end of.the week. Six months later, ehrough

a mail questionnaire, each. participant is again askei to evaluate the
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experience. This ----Arne 1 is aAed what he thinks he learned at the

seminar that was mrst Mteful tn him, what was least useful, how he

applied what he learne4 and what problems he had in their application.

Although Levinson is net entirely satisfied with this procedure of eval-

uation, he reports conscructiveEfeedback and specific examples of changes

in medical practice wkimch phys+rians have attributed to course attendance.

From the field of public health, Parlette (179) reports experi-

mental studies using paired questionnaires, one answered by the partic-

ipant concerning change in himself as he perceives it, and the other,

by his superior. The hypothesis is, "that the deeper the individual

insights are, the more likely change will occur and be recognized by

his superiors and therefore the participant's reported change is more

valid."

Another variation of the opinionnaire is the use of a personal

interview with small randomly selected groups of participants prior to

and following each session of the program. Meyer is quoted by Vaneslow

(254) as saying that "this technique is exceedingly useful in eliciting

pertinent and candid comments from participants."

Dohner et al, (75) devised an instrument which can be used as an

index of the effectiveness of short courses. This. is a motivation scale,

consisting of a set of bi-polar adjectives designed to assess the degree

of enthusiasm or motivation as judged by the learners' perceptions of

the general value and relevance'of course objectives and content in

meeting their learning needs. Evidence of the reliability of the instru-

ment was provideff lay correlating each scored item on, the scale with
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participants' questionnaire responses. Although the results from one pre-

liminary study indicate that the scale with further refinement could pro-

vide a valid instrument, the extent to which the scale predicts changes

that actually occur in a participant's subsequent behavior has yet to be

validated.

Although the "happiness index" or opinionnaire has no validity

or reliability it is exceedingly popular with program directors even

though it is of no real value as a judgement on a program. It would be

advantageous if all of those in continuing medical education could work

together to develop some standard objective instruments to assess opinions

about their programs. This could be done with less trouble and expense

than is now wasted individually on invalid subjective measures.

OBJECTIVE EVALUATION

The use of objective measures for evaluation is increasing. Such

measures can provide hard data to assess whether programs are achieving

their. objectives and enable program planners to work with greater security

that the evaluation has some validity. Objective instruments have been

constructed to measure specific content material acquired, attitude devel-

opment or change, feelings about instructional activities, job performance,.

and patient care.

Testing for the Achievement of Learning:

The pre- and post- design using paper and pencil tests has become

fairly commopjn continuingMedicaleducation..- A number of writers conr.
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sider that the practice is reasonably well accepted by physicians (244)

(271). Since most of these tests are teacher-made and based on specific

information the practitioners are expected to learn, the results in no

way identify what the physicians actually do learn. Furthermore, studies

have found that neither knowledge gain nor satisfaction necessarily en-

sure desirable changes in behavior.

An evaluation of an intensive psychiatric and neurology review

course reported by Natfulin and Ware (170) is interesting in this re-

gard. In this study, the experimental population consisted of twenty-

two psychiatrists enrolled in a program. Twelve of the group were studying

for specialty board examinations while another ten constituted a control

group who were studying for certification through traditional self-study

methods. The four evaluation techniques used were: 1) simulated American

Board examinations; 2) multiple choice examinations; 3) interviews; and

4) satisfaction questionnaires. As hypothesized, those in the course

passed the board examinations at a proportionately higher rate than did

the controls, and expressed a higher level of satisfaction with their

board preparation. There was no significant change in the'mean scores

for those board examiners and expeits who also took the tests. On

the basis of these findings, these researchers conclude:

While the debate over peer review, mandatory continuing ed-
ucation, re-certification, and serial certification programs
become hotter, medical education must develop more effective
evaluation of the' relationships among continuing education,
specialty' skills, and clini:al competence. If continuing ed-
ucation. interests correlate with clinical needs in bottu-seo^
graphic and topecialty areas of medical practice, more agree.-
went May be reached as to what clinical competence is...
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In this respect, Miller (161) identified the critical components

of clinical competence pertaining to orthopedics through an analysis of

over 1,700 critical incidents contributed by practising orthopedists.

Since these competencies are relevant to most areas of medicine, and

with additional refinement could be used as the basis for defining measur-

able behavioral objectives in most fields of practice, they are re-stated

here:

.1. Skill in gathering clinical information:
a. Eliciting histnrical information
b. Obtaining information by physical examination

2. Effectiveness in using special diagnostic methods:
a. Obtaining and interpreting x-ray films
b. Obtaining additional information by other means

3. Competence in developing a diagnosis:
a.. Approaching diagnosis objectively
b. Recognizing conditions

4. Judgement in deciding on appropriate care:
a. Adapting treatment to individual cases
b. Determining extent and immediacy of therapeutic needs

5. Judgement and skill in implementing treatment:
a. PlannIng the operation
b. Making necessary preparations for operation
c. Modifying operative plans according to situation

6. Effectiveness in treating emergency patients:
a. Handling patients
b. Performing emergency treatment

'7, Competence in providing continuing care:
a. Attention postoperatively
b. Monitoring patient's progress

8. Effectiveness of physician-patient relationships:
a. Showing concern and consideration
b. Relieving anxiety of patient and family

9. Accepting responsibility for the welfare of the patient:
a. Recognizing professional capabilities and limitations
b.. Relating effectively to other medical persons
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Using this scheme, Miller and his colleagues then undertook a

systematic review of both the oral and written parts of certifying exam-

inations for the American Board of Orthopedic Surgeons. This study

revealed that tests in both subject matter and piofessional skills were

incomplete and spotty. Accordingly, a new certification program was

developed using these defined competencies as the basis for test con-

struction.

The study by McGuire and colleagues (149) illustrates another

well known problem of educational testing, namely: that loss of skills

almost always occurs unless periodic reinforcement is provided to main-

tain the skill. Using one control and four experimental groups of 30

to 40 physicians, the study sought to determine gain and retention of

auscultatory skills in physicians following a twelve to twenty hour

intensive course. Prior to instruction, both the control and experi-

mental groups were pre-tested on the identification of fifteen unknown

heart sounds. Immediately following the instructional program, the

four experimental groups were re-tested. At this time, a review of

hospital charts was undertaken for the control group and one experi-

mental group to assess the information recorded on patients hospital-

ized with cardio-vascular problems. On the test administered immediately

following thn course, the experimental

nificant gains compared to the control

the mean scores were not significantly

the pre-test. MOreover chart reviews

groups showed statistically sig-

group. At six months, however,

different from the mean score of

of both the controls and experi-

mental groups showed no significant difference,in the recording of

cardiac findings.
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Richardson (201), using a study similar in design to that of

the McGuire group, was able to demonstrate some auscultatory skill re-

tention with two groups of physicians (N=16 and 15), and with a third

group, (N=15), a mean gain of from 6.4 to 12 six months after training.

He attributes these differential findings to the intermittent training

schedule used in his study as compared with the intensive one session

course provided in the McGuire study.

A number of exploratory studies using the pre and post test

design to measure attitude change are reported from the field of psy-

chiatry. Zabarenko (281) concluded that "the results are tantalizingly

suggestive but far from coherent." Tucker et al (249) in a longitudinal

study of 219 volunteer flight surgeons used scaled questionnaires to

measure attitude change following a six month postgraduate course con-

sisting of 48 lectures and eight three-hour interviewing sessions. The

questionnaires, administered at the beginning and at the completion of

the course, and again eighteen months later, were designed to elicit

responses to some 44 frequently heard statements about psychiatry which

were scored on a four point scale. The criteria used to score the re-

sponses were established by four independent psychiatrists. The most

significant findings were that "while the physicians attitudes toward

psychiatrists, psychotherapy and mental illness changed very little

over time, they felt more confident and competent in treating psychiatric

patients." These findings represent a sampling of opinions and attitudes

of a group of student flight surgeons with regards to certain statements

about psychiatry, and in no way provide conclusive evidence that any be-

havioral change occurred-which was attributable to course attendance.
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Pearson (181) used four specially devised scales to evaluate

eight short term psychiatric seminars for general practitioners in

eight different communities. Sponsored by WICHE, the programs were

all similar in format and used mainly a non-directive approach. The

scales used were designed to measure: 1) role tolerance, 2) psychiatric

orientation, 3) apostolic function, and 4) social distance. The crit-

eria used to score the scale were the scores achieved by the psychiatrist

instructors. The scales were administered as pre- and post-tests to a

total of 79 physicians. Although the finding were somewhat varied on

the individual scales, statistically significant relationships were found

between one or more scales and, on the basis of this, these researchers

conclude that the course achieved "attitude change in the desired direc-

tion."

On the other hand, Chassy and Heslin (181), using a similar re-

search design, were unable to confirm attitude change in their study of

79 general practitioners who had attended another ten WICHE seminars.

Commenting on these studies, Smith (181) states:

To decide seminar goals is a difficult enough matter but to
decide in an objective fashion whether_the goals have been
achieved is in my judgement, considerably more difficult.
Perhaps the most satisfactory means of evaluation is via ob-
jective measuring instruments. However laudable the evaluation
efforts of my WICHE colleagues have been in this direction,
they are the first to admit that their attempts have a strong
element. of superficiality in them. Can a questionnaire ever
berdevieed to indicate that a. physician is more psychologically
minded, has more human understanding, and has the therapeutic
ability to help his patient toward further understanding of
himself? Ilea that these are extremely difficult things to
measure and to assess.
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Forman and his co-workers (100) attempted to test attitude change

following short term psychiatric seminars utilizing tape recorded sim-

ulated patient interviews. As a pre-test the physicians (six in one test

situation and 17 in the other) were required to answer questions related

to these interviews. This procedure was repeated at the end of the course

and the results of the two tests were compared. The same recordings and

questionnaires were also presented to the criterion group consisting of

psychiatric resident and staff physicians. Although it was felt that a

fair degree of change occurred in the understanding of and interest-in

psychiatry, the results were inconclusive as measured against the crit-

erion group.

Enelow and Adler (89) have defined goals more clearly, and in

spite of a limited sample, they report more conclusive results. Inone

study (90) designed to measure the effectiveness of a series of ten psy-

Chiatric case conferences in producing cognitive learning gain, a before

and after design was used that employed instructed responses to three

films of simulated-interviews. The responses of the psychiatrist in-

structors provided the criteria against which the fourteen participating

physicians were rated. Of the three major hypotheses testing attainment

of the stated objectives, two were substantiated at better than an .05

level of significance.

Another study reported by Enelow and Adler (87) concerned atti-

tude change following an advanced supervisory psychotherapy course con-

sisting of 32 four hour session. Four Guttman scales were used to

measure the four dimensions of the physician's role in the doctor-patient
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relationship (authority; self-involvement; expression of concern; and

instrumental). These were administered to six physicians before and

at the end of the course. A comparison of the two sets of scores re-

vealed that during the course the physicians' conception of the doctor-

patient relationship became more consistent in support, moderate in

reliance on technical procedures, and high in self-involvement. A

follow up interview undertaken several years later revealed that all

six physicians had changed their style of interviewing patients, with

more emphasis on the patient's behavior and less dependency on psy-

chotropic drugs and psychiatric referrals. Enelow and Myers (91) note

that "change in attitude and practice will occur for physicians who

take two or three years of psychiatric courses culminating in the ad-

vanced supervised psychotherapy course."

Measuring Change in Performance:

Belkin et al (21) attempted to assess the effects of a short

training program designed to assist the staff of the Child Health

Station in New York City to integrate mental health principles into

their daily practice. Using a before and after experimental design,

48 participating physicians were randomly assigned to an experimental

and to a control group. The experimental group was observed and scored

in detail by two different observers prior to the course and again one

month after completing training. The control grouP, which had not gone

through the program, was similarly observed. In order to validate the

instrument, observers were not told whether the doctor being observed

was in the experimental or control group, and the doctoravere not told
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why the observers were present. The series of observations of perform-

ance and questionnaire responses indicated that while the training pro-

gram was relatively. successful in instilling a knowledge of mental health

principles and techniques of counselling, a comparison of experimental

and control groups suggested that the program was less successful in al-

tering physicians' behavior in practice.

Roney and Roark (212) used patient records as the primary source

of data to evaluate the effectiveness of a circuit course. The sample

consisted of 1,092 patient records of 41 practising physicians, 24 of

whom had attended one or more sessions of the course. The physicians

were asked to respond to statements concerning 12 health problems that

reflected the content of the course being studied. They also selected

procedures pertinent to the management of these health problems from

their medical records. The use of these procedures as indicated by the

patient records was then compared for participants and non-participants

both before end after the course. Both groups gave correct responses

to the questionnaire and although the findings suggested that physicians

attending the course were somewhat more competent in-the management of

selected health problems indicated by patient records, the difference'

between the two groups was not statistically significant.

Foster and Lass (102) also used patient records as a source of

data to evaluate a videotaped program on the.use of diuretics. Two

matched hozpitals were used, one serving as the experimental- and the

other as the control group. Observations were made of patient records

in both hospitals-for three.weeks prior to and three weeks following
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the showing of the videotape in the experimental hospital. The infor-

mation sought was the extent to which there would be an increase in serum

potassium and sodium determinations in the experimental hospital as a

result of the videotaped program. The analysis of patient records found

no significant differences. The data did reveal that physicians in the

experimental hospital were functioning at a significantly higher level

than the control group prior to the program. Accordingly, as noted by

Abrahamson (1), "One can say that the objectives for using that program

were inappropriate...inappropriate certainly for the practice needs of

those physicians."

Measuring Long Term Results of Care:

While the ultimate goal of all continuing medical education is

the improvement of medical care, efforts to establish cause-effect re-

lationships have proymi both difficUlt and disappointing. One early

attempt was a study by Peterson and others (185) of 94 general practi-

tioners. They observed and rated the quality of medical care being

practiced and then assessed the qualitative rankings against the number

of hours of continuing education per physician per year. Some of the

superior physicians in this study were found to have taken little con',

tinuing education while some of the pool-2st were frequent participants.

This suggests that there was little relationship between the quality of

care and participation in continuing medical education.

A more recent study (141) disclosed similar findings. Utilizing

an epidemiological approach, this statewide survey attempted to relate

physician participation in continuing medical education to 1) reduced
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maternal and perinatal deaths, and 2) physicians' use of certain sur-

gical procedures. Findings revealed that no such relationship existed.

In fact, maternal death rates were highest in two regions with the high-

est physician participation in obstetrical programs of continuing ed-

ucation and lowest in the regions where physicians took the fewest hours

of study. Moreover, in the two regions with the highest tonsillectomy

rates, physicians attended no postgraduate course on otolaryngology

during the ten year period under study.

In a two year study Korchin (133) sought to determine whether

an extensive physician education program would-appreciably alter attit-

udes and improve practice in relation to the medical management and

control of rheumatic fever. In this project, 100 physicians in one

county served as the experimental group and were offered a variety of

educational offerings during the course of one year, while 50 physicians

in a second county served as the control group and were offered no extra

learning opportunities. Data pertiant to.physicians' medical knowledge

and practice with regards to rheumatic fevei was obtained by the use of

before and after interviews in the two counties and the differential

responses scored and compared.

Without belaboring the obvious limitations of the research.

design, two findings of this study are worth reporting: 1) those phy-

sicians who were already practising medicine at a high level were more

favorably inclined toward the educational programs and to public health

measures in general, and 2) in both counties, physicians' medical know-

ledge regarding' the diagnosis and control of rheumatic,fever'AlB high,
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but their use of laboratory methods to confirm diagnosis and their use

of prophylactic drugs was inadequate. In short, the application of

what the physician already knew seemed indicated. Others reporting

similar findings were Tabennaus (244), Peterson et al (185). and Clute

(46). Indeed, in Clute's study, a higher percentage of physicians who

said it "was not particularly difficult to keep up in'medicine, were

practising a low calibre of medical care." Commenting on this finding,

Lewis and Hussanein (141) ask: "How can physicians judge their need

for continuing education, if they are not even aware of their own limit-

ations as practitioners?"

Prim Models for Built In Evaluation:

Varying from these approaches have been several recent attempts

to help physicians identify their own deficiencies based on patient care

research, and then to evaluate the effect of educational efforts designed

to help overcome these deficiencies. The first study using this approach

was that reported by Williamson and his group (272). The purpose of this

pilot project.was to:

1) Measure physicians' responses to abnormal and unexpected
results of three routine admission tests (evaluation); 2)
determine whether the physicians needed to improve their re-
sponses (objectives); 3) provide the required education
(instruction); and 4) re-assess.responses to these screening
tests and evaluating and repeating the cycle as many times
as required-to achieve and measure the desired level of pro-
ficiency.

Initial assessment was accomplished by means of a chart review

and since it revealed that approximately two-thirds of .the unexpected

abnormal test results went unheeded, a workshop was held to discuss
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the findings. Although a subjective evaluation of the conference in-

dicated that the physicians found it stimulating and informative,

follow up chart reviews disclosed continued neglect of laboratory

reports. Accordingly, the educational approach was changed with

efforts directed toward altering the physicians' behavior patterns.

Removable fluorescent tape was used to obscure abnormal data on the

laboratory reports and this resulted in a significant improvement in

the physicians' response to test results. This change in behavior

was maintained by more than one half of the participants six months

after the use of the tape was. discontinued.

In the second phase of the project, Williamson's group (271)

demonstrated a method for identifying areas requiring priority atten-

tion as disclosed by patient care research. The method consisted of

three steps: 1) ranking each medical condition encountered at the

hospital according to expected patient disabilities; 2) determine

which were preventable or treatable in the light of current medical

knowledge; and then, 3) assessing the extent to which current medical

knowledge was being applied with regards"to these conditions. The

application of this priority system resulted in the identification

of six top ranking health problems which then provided dirction for

the development of the continuing education progrsm.of the:medical

staff.

Using an elaboration'of the Cybernetic model (see Table IV)

Brown and his colleagues (32) at Chestnut Hill community-hospital

have conducted several pilot projects with.good results.. In one



131

study, ten top msikkag diseases were identified and the hospital staff

involved in developing criteria of performance in the management of

these high priority diseases. Using these criteria in conjunction

with chart reviews of patient follow ups, Brown and his group have

been able to demonstrate the value of this approach in arriving at

precise objectives whereby educational efforts may be measured in

behavioral terms. To illustrate, they report an investigation con-

ducted in the use of Antibiotics:

From studies of those health problems which the system of
priority indicated as offering significant potentialities
for improving patient care, it became evident that since
in one medical department a review of fifty consecutive
records of patients revealed only a thirty percent correct
usage of antibiotics, a program was required to correct
the educational deficit.

To further determine whether the educational deficit was an

informational or problem solving deficiency, an examination based on

sixteen of the cases reviewed was taken by 42 members of the depart-

ment studied, The test results indicated that the physicians had

adequate knowledge, aamE:abur conferences were held in.which the phy-

sicians discussed pat:±enr-management with experts and appropriate

literature was intrmnced.as necessarw. A follow.up study on the

performance of physfimdafts, using chart reviews and data from the

pharmacy, 'revealed changes in drug use. and management practices con-

sistent with the behatfimral change *desired.

In a modification of this approach, (237) a group of experts

from across the nation developed a criterion of performance for the

top ranking health problems. A number of Simulated Patient Problems



132

were then devised based on these priority health problems which en-
abled a physician to test his own performance so as to identify

deficiencies which could serve as the basis for planning and evaluating
programs of continuing medical education.

Another program model which attempts to provide individual

instruction according to objectively identified deficiencies of prac-
tising physicians is the Physicians' Profile Project in operation at

the University of Wisconsin. The procedure in this case was to: 1)

gather data pertinent to the physician's practice; 2) test the phy-

sician in the major areas of his practice; 3) provide educational con-
sultation and study relevant to his practice profile, test the results;

and then 4) provide for subsequent re-profiling and testing as a fora;
of program evaluation. In the study reported, a medical secretary

visited the offices of 37 volunteer physicians for a one-week period,

collecting patient data which was coded to provide each physician
with a practice profile. The physicians were then tested through the
use of multiple choice examinations based on their profiles. For

convenience, tests were administered by way of portable teletype equip-
ment linked to the University of Wisconsin Computer Center. Educational

'consultants from the medical center then met.with each physician to
plan a program of study related to the physician's profile and test
results. Although this study disclosed that the testing procedures

required refinement, and the overall program reduced in costs, the

approach was feasible, and the continuation of the project was rec-
ommended.
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TABLE IV

THE BI-CYCLE: RELATION OF PATIENT -CARE AMY-EDUCATION CYCLES

Data 1
ry

1.2

Physician

Mandate forde°°°°°°3P
Change=Education

Departmental
Recognition of
Improvement Potential

(

4"1"1184701oblem Oriented

A

Evaluation Process
in Audit Comm. =
Actual Practice
measured against
Criterion Practice

ISS\Criterion
Medical4wwm..i0Practice
School Description

CME
PROGRAM

gram
pbjectivea

'ecord Abstract

Learning

Evaluation Priority
of Learning Project
& Practice

Au it Program

Actual.
,Practice
'Description

SOURCE: Bromn,C.,-and E.Uhl,"Mandatory Continuing Education: Sense or
Nonsense?"-.JAMA.;. 23:1663 (September, 1970).
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PROBLEMS OF EVALUATION

The research reports that have_been concerned with the eval-

uation of programs in continuing medical education suffer from major

deficiencies that are slowly gaining recognition. Although virtually

everyone concerned with continuing education agrees that evaluation

is a- good thing, there is no general awareness nor acceptance of the

importance of maintaining ordinary scdlearific controls in conducting

evaluations- Too many seem to be content. with casual and unsystematic

opinionnaimes that have neither validity nor _reliability in preference

to the morediffitult and rigorous scientific approach to evaluation

that can:provide usable data. This reluctance may stem, in part, from

the problasoLof identifying precise instructional objectives and, in

part. , framrthe problem of constructin&adequate research designs and

instruments-

-The Problem:of Objectives

A.smoted earlier, there have been numerous surveys attempting

to define the general interests and felt learning needs of physicians.

More recently, self-assessment tests have.become increasingly popular

as a way-70f helping. practitioners identify their own learning needs.'

At the community level, several RMF have conducted consumer surveys

in an attempt to identify the health needs of the community (108, 252).

While useful, as stated by Miller (160), "These types of efforts in

isolation do not necessarily identify, the real learning needs." Morer.

over, equally. apparent in most of the studies reported, the the pre-
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valence of vaguely defined objectives which are not readily translated

into measurable terms, or which are unrealistic in relation to eason-

able expectations of achievement.

"Too many programs attempt far too much for the: time: available,

so that the objectives are global rather than specific. Vagmely con-

ceptualized objectives provide no criteria against which to measure

results; consequently, in order to evaluate continuing medi1 education

the objectives must be stated explicitly in measurable terms and the

programs limited to thoSe objectives.

Design Problems:

An obvious weakness of evalus=titin studies is-The__Inadequacy

of the research designs. Most studies suffer from-problems of control

such as inadequate sample size, temporal change in educational_outcories,-

problems of measurement, and-experimenter-participant constraints, to

name but a few.

Although attention has focussed recently on the-successful pro-

gram evaluations reported by Williamson and BroWn, using the-,2medical

audit, as warned by Vanesiow (254), "One could argue thateach succeeded

larilely because of the personal charisma of the individual_in charge,

and that it would be dangerous to assume that equal success could be

anticipated in other settings." Moreover, since most care is not given

in the hospital but in the physician's office, the use of such a.method

would need to include an audit of the physician's office practice as

well (62). Even more importantly,.a6 pointed out in the recent ConferC-

ence.on Evaluation:(49),
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We have been discussing the medical tangibles, pneumonia, _the
capacity to handle the acute coronary, or whatever you will

about insights into the emotional areas? No just psy-
chiatry but emotion in relation to illness, in relation to
life and death:....... the kind of things that we do not really see
even in the records...These are the things that go on betweem
a physician an± his patient, or the patient's relatives. Do
we not need something in evaluating procedures here?

It is curious to note that the evaluation studies reviewed_

rarely made note of the:Tesearch done in other areas that was -redlevee't.

to the subject. Most of the design problems evident in the evaluarimm_

of continuing medical education have been tested elsewhere--particnilmuir

in the general field of adult education. Such research makes it umin-__---

essary for continuing education in medicine to re- invent the wheel:.

Costs:

Herzog (116) provides the most recent and detailed estimate_

the cost factor in the evaluation of continuing medical education.

has analyzed and compared the Cost of several approaches to evaluation

showing the relative cost of each (Table V).

According to Herzog, "The guiding principle in judging how much

should be spent for evaluation is that marginal costs should approack

but not exceed marginal value of the information obtained." Even then-

he admits great difficulty in assessing effectiveness values versus

costs but he does suggest that since "...studies on behavioral change

or patient health status-greatly exceed course costs, they can be

justified only as they relate to the objective of contributing to

general knowledge."
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CHAPTER VI

SUMMARY AND CONCLUSIONS

Professional education in the field of medicine is divided into

three distinct phases: 1) Undergraduate education leading to the 14-.D.

degree; 2) graduate education covering the internship, residency, or

other full-time study leading to a license, a professional specialty,

or to an academic degree; and 3) continuing education which includes

those activities in which practising physicians engage to acquire the

new knowledge and skill necessary to keep current in their profession.

The first two phases have received the major attention of the profession

over the years but continuing education is now becoming a matter of

central concern. This concern is not necessarily new, for some of the

concepts currently considered new have been recognized and documented

in the literature over the past half-century. At first, continuing

education in medicine was concerned primarily with correcting de-

ficiencies in basic medical education and in this respect, medicine

was following the tradition then current in the larger field of adult

education. Since 1930, emphasis has shifted from remedial education

to the learning necessary to keep up to date in a rapidly expanding

professional body of knowledge.

SUMMARY

This review of the literature published from 1960 to 1970 has

been concerned chiefly withthe development of programs for continuing

medical education. The material reviewed has been discussed under four
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main headings and is summarized below.

Participation:

Although based on a limited number of available surveys this

review of the perceptions of learning needs suggests that there are

many reasons, both personal and professional, which determine how

much continuing education a physician takes, and where and how he

takes it. While there is some indication that specialists and phy-

sicians in metropolitan areas attend courses more often, age is the

only variable which bears a significant relationship to attendance

patterns.

The recurring theme underlying all discussions, is that the

physician, and more particularly those in general practice, are busy

and their time cannot be wasted. At the same time, a multi-faceted

continuing education need exists. While these needs, both general

and specific to the practitioner's location and field of practice awe

identifiable, less evident are those related to the physician's in-'

dividual practice. Furthermore, there is some indication that a phy-

sicians' felt learning needs may not be those most pertinent to his

immediate medical practice.

Hence it would seem that those programs which involve practi-

tioners in identifying their "real" educational needs are more likely

to succeed than the.se programs predesigned and presented. Moreover,

while physicians most often select the traditional methods and tech-

niques, surveys eu3gest that familiarity with the different approaches

as well as age, 6o64 field otAnactice, are. important variables inflU-
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encing choice. Thus it is apparent that a wide variety of approaches

are indicated, taking into account these variables, and utilizing those

methods and techniques to which physicians feel that they can respond.

Organization and Administration:.

Most medical schools, professional societies., hospitals, and

voluntary agencies, are actively engaged in providing educational pro-

grams for practising physicians. The major problem confronting these

sponsors is the lack of a sound administrative and academic base capable

of adapting programs to the nature and needs of physicians in practice.

The areas of identified needs include: 1) improved methods of

determining real learning needs; 2) more clearly defined program ob-

jectives, both short and long term; 3) administrative arrangements which

would facilitate the planning of interrelated program offerings scheduled

to meet the varying needs and preferences of busy practitioners; 4) a

more sound fiscal-base which would permit more long term continuing ed-

ucation; and 5) the improveMentof the quality of instruction provided.

Despite these limitations, there are clearly discernible trends:

1) local and regional conditions more conducive to the establishment of

a national. plan; 2) greater standardization (minimal standards) of course

offerings through the AMA's program of accreditation; 3) ,a greater

'concerted effort to motivate physicians to continue their education; and

4) a definite trend toward the decentralization of programs, using the

community hospitals as one of the major foci of continuing medidal ed-

ucation.
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Instructional Processes:

In 1963, Miller (159) wrote,

This may sound like the repititious beating of an old and
very tired horse, but the simple fact seems to be that con-
tinuing education today, like continuing education thirty
years ago, is obsessed with the notion that exposure to the
learned assures learning. Yet each generation rediscovers
the fact that in the end it is the learner who must do the
learning, and no amount of communication by lectures, by
book, by film, by radio, or television, will inake the slight-
est difference unless he does something with what he receives.
Both teachers and students have for too long allowed them-
selves to be deceived by the comfort of instructional methods
that require little more than a student's presence, or by the
gesture toward active participation embodied in the question
period.

In continuing medical education, almost every method, technique,

and device known to education is presently in use. Yet, there is little

evidence to suggest that any one media or technique contributes to more

or better learning. Moreover, close examination suggests that even the

most versatile of the newer educational technologies has been used large-

ly in isolation, and mainly to provide physicians access to new medical

knowledge.

As it stands at the moment, the field of medicine has made a

greater investment than any other in the use of instructional technology.

Unfortunately, this experimentation has not been well grounded in adult

learning nor has it been studied adequately to determine its precise

role in the achievement of learning and the resultant improvement of

patient care. Consequently, there is no hard data available to indic-

ate which kinds of instruction under what circumstances and for what

kinds of participants best achieve the learning objectives desired.
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Evaluation:

Evaluation in continuing medical education has been approached

in several ways: by counting attendance; by obtaining participants,

reactions; by testing achievement; by measuring changes in medical

practice; and by measuring end results of care.

Measurement techniques have been as equally varied. These

include: "The use of motion picture film in testing observation; an

erasure technique allowing the testing of clinical problem-solving;

the application of certain simulation techniques in testing diagnosis;

the substitution of non-patient for a real one to facilitate testing

of clinical performance" (2); and more recently, the use of the medical

audit.

Despite these efforts, this review of studies on evaluation has

found a general lack of substantive research and can but repeat the dis.-

couraging conclusion of many writers in the field that continuing media

cal education may not be having a demonstrable effect on medical care.

From experience in the area of general adult education, perhaps

Knowles (132) offers the best advice:

Fundamentally the-issue as to how much and what kind of evalu-
ation a given adult educator will engage in.will be resolved 1--y
referring to his philosophy of education...indeed, his very
definition of education. If he defines it .as a process of
educating-a person, of taking responsibility 'for making Changes.
in a human being'...then he does certainly incur .an obligation.-
to measure as precisely as possible what he is doing to that
person and subject his findings to ethical review. His evalu-
ation will also be greatly concerned with efficiency...with
getting data to determine whether or not he is producing max.,
imum change in the'shortest possible time at the least cost.
His dominant theme will be'clusntification,- But if he defined
education as aprocess of fScilitatingand.providingresources
for self-directed'inimiry and self-ievelopment, he incurs an .
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obligation to involve the participants in collecting data
that will enable them to assess the effectiveness of the
programs in helping them accomplish their objectives. His
dominant theme is involvement.

CONCLUSIONS

In considering the expansion of continuing education in med-

icine, one of the more promising recent developments has been the

American Medical Association's accreditation program. Although it

is still to early to assess its overall effect on the field, ultimately

it should help to establish minimum standards, thereby improving the

quality of program offerings. Equally important is the growing trend

toward making the community hospital the major foci of continuing ed-

ucation.

Extensive experimentation in the use of the mass media'also

promises to extend continuing education beyond the confines of the

ulttversity campus and it has helped to focus attention of their poten-

tial for self-instruction.

Despite these and other positive features, many negative trends

persist. The majority of programs have been designed to assist phy-

sicians in keeping up with advances in medical.knowledge, even though

the research suggests that the application of new knowledge may be less

crucial than the utilisation of what is already known about good medi-

cal practice. It would seem that more sequentially planned, clinically.

oriented programs are indicated, and faculty equipped to facilitate .

learning rather than simply to communicate. more information.



145

At the same time, other types of flexibly organized programs

are required in order to help busy physicians meet their individual

requirements for learning. There is an obvious need for more studies

on the impact of educational programs measured in terms of clearly

defined objectives and studies on the overall effect of continuing ed-

ucation on the quality of patient care. Because of the complexity and

expense involved, the combined efforts of organized medicine is essential.

Other challenges facing the profession include the continuing

experimentation and evaluation of different instructional techniques

along with the newer educational media. The many information sources

such a journals, consultations, and time on teaching servies, which phy-

sicians indicate are widely used as a means of keeping current need to

be more carefully studied.

Indeed, it would seem that the term "continuing education" must

be expanded to include not only formal courses, but these and the many

modalities through which physicians may ,eek their own continuing'

learning. As stated by Houle (282) "If the practice of learning in

groups can be studied, why cannot individual study?"

The many organizations involved in continuing medical education

must share the responsibility for devising a total system, whereby all

instruments for learning may be integrated into a comprehensive ongoing

program of continuing education for the practising physician.

The need to co-ordinate the pre-professional program with con-

tinuing medical education requires serious consideration. There is

little evidence that an ongoing curriculum from undergraduate to con-
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tinuing education has been established. Even more.important is the

need to inculcate early in the medical student's career, the concept

of lifelong learning as a part of his general professional orienta-

tion.

The study and practice of medicine is based on the scientific

process and, at least in theory, those engaged in the field are trained

to solve problems through use of the scientific method. Therefore, it

is curious that so little of the.scientific method has been applied to

the design, management or evaluation of continuing education in medicine.

Certain fields of knowledge in the social sciences have accumulated a

vast amount of valid data that is immediately relevant to continuing

medical education,yet the reports reviewed here showed little evidence

that such knowledge is recognized, accepted,and used by the field of

medicine. Many of the problems and issues faced in the studies reviewed

have occurred in other fields so that continuing medical education can

profit from that experience.
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CHAPTER VII

THE PROFESSION AND CONTINUING EDUCATION

For those familiar with the nursing profession, it would seem

superfluous to reiterate the many well known and well docuMented problems

in nursing.. Nevertheless, in order to understand both the limitations

on and the needs in continuing education, it is necessary to re-examine

briefly some of the problems as well as the trends in centemporary nursing,

NURSE COMPOSITION AND DISTRIBUTION

Nurses comprise the largest single group of health professionals,

and even ignoring the vast number of practical nurses, orderlies, and_

other auxiliary nursing personnel, the nurse-patient ratios in Canada

and the United States are among the highest in the world, 1:164 (76)

and 1:302 (69) respectively. Moreover; for the past several years,

employed registered nurses have been increasing at a rate of approx-

imately 3 percent per year in the United States (31) and by 7 to 8

percent per year in Canada (30). These figures are less impressive when

one considers that roughly one quarter of the nurses are employed

part-time and that the attrition rate is high in nursing (57). Since

nursing is largely a women's profession of whom well over one-half ;Are

married (76), it is expected that these trends will continue in future.

At the same time, a number of studies (101) (122) (57) disclose

that a significant percentage of inactive nurses would be willing to

re-enter the work force, provided refresher courses were made available.

They also suggest that the majority of inactive nurses are diploma

graduates and most are.seeking part ,time employment. As pointed out in-
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the recent report of the National Commission on Nursing and Nursing

Education (69), while re-activation of this group may well satisfy certain

manpower needs, it does not necessarily meet the need for nurses with

advanced educational preparation, nor does it necessarily guarantee a

stable work force.

In 1968, eke majority of Canada's registered nurses had no academic

degree, 5 percent had a baccalaureate, and less than 7. percent had a

higher degree (30). Comparably, in 1966, only 10.6 percent of the registered

nurses in the United States had baccalaureates, and 2.5 percent a higher

degree (5). On the other hand, the general consensus is that 25 to 33

percent of the present positions in nursing require at least a baccalaureate

(76). These data lend support to the conclusion that "the production of a

sufficient number of nurses may be less of a problem than the production

of enough nurses with higher degrees for those positions where it is felt

that such preparation is essential" (57).

Trends in Composition and Distribution:

-Of the registered nurses at work the majority are employed by

institutions and agencies, particularly by hospitals. Indeed, as shown in

Table I, the most-significant trend over the past forty years has been

the decline of independent practice. In spite of the increasing emphasis

on community health care, in 1968 oni 3 percent of employed nurses in

Canada were engaged in public health or occupational health nursing, as

compared to 15 percent in 1930. Recent employment statistics on nurse

manpower in the United States suggest a similar distributio in that country

(6).

The average annual turnover rate for registered nurses working general
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duty in hospitals in 60 percent in Canada (75), and 70 percent in the

United States (69). Using the oft quoted estimate provided by Taub and

I4ibin of "$500 to replace one nurse" (108), the economic implications of

thede turnover rates is obvious. Equally significant, however, is the loss,

in terms of,nurse effectiveness, not only to the new staff nurse but also

to all those involved in her orientation. As one in-service co-ordinator

writes, "Inservice education is not a luxury or something nice to have in a.

hospital, it is a necessity. Because of a rapid turnover of personnel

our audience is a parade" (113).

Because nursing is a profession composed largely of female workers

this may account for the high turnover but according to Murray (75), the

turnover rate in nursing is anywhere from 20 to 30 percent higher than for

other predominately female occupations. In his study, Murray attempted to

identify those variables accounting for the rapid turnover of general

staff nurses. He found that with the exception of younger nurses who

tended to be more mobile, no clear pattern emerged. On the average, part-

time nurses were no mwce nor less stable than full time staff.` . Nor

did size of hospital or size of community necessarily correlate with job.

mobility. He did conclude that "nursing turnover is not all a cas.e of

being 'puiled'away from a job; at least some of it may be due to being

'pvshed' as a result of dissatisfaction with a particular situation." He

recommended - as have many others (89) (15) (69) that "small work groups

be created to foster a.feeling of autonomy and belonging, and that provision

be made for ineervice education which would increase professional develop-

ment and make staff/more capable of contributing to the decision making

process" (75)

ChangingPatterns of Practicp:

Aa new patterns of medical care evolve, the role of the nurse is
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changing. Nursing in hospital has become increasingly managerial,

specialized, and technical, and many patient care procedures formerly

carried out by physicians are now performed by nurses (62). Whether or

not the nurse should meet these ever increasing demands is debatable and

many attempts have been made to clarify the tunique'functions of the nurse

(95) but there still remains considerable confusion on the part of nurses,

physicians, and other members of the health team as to what is the role of

the nurse (109), (n), (75).

Adding to the problem of role has been that of qualifictione.

There has been a struggle within the nursing profession over the adequacy

of the two, three, or four year pre-professional educational program.

While much has been written comparing graduates from the different programs,

there is little concrete data to assess differences. A recent analysis

of test results by the National Commission on Nursing and Nursing

Education (69), disclosed a considerable overlap in the scores achieved

by graduates of all three types of programs, and with at least as much

variation within each. On this issue, the Commission simply concludes:

While it can be expected that greater differences will
emerge in areas like clinical performance .... it

seems likely that differences within the programs will be
at least as great as differences. between them, and any
health care facility. that employs_nurses must take
these variations into account in its orientation and
induction procedures.

In the practice setting any consideration of individual diff-

erences appears M10 be the exception rather than the rule. One recent

survey of eighty directors of nursing service disclosed that the

"standard measuring stick" for all graduates was their ability to 'cope'

and function within the traditional hierarchial structure of nursing

service which in effect means rating the nurse according to the amount

of administration and other task oriented experiences she has had (35).
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Harrington and-Theis (50) found that under such circumstances, many bacca-

laureate graduses suffered role deprivation. On the other hand, Price (89)

noted that at all levels and regardless of educational preparation, there

we:3'am unintentional commitment on the part of the nurses to the per-

petuation of the system". Thus she concludes, "Both preservice education

and hospital organization must be changed to improve the situation".

While the present organization of nursing services is an anachronism,

the fundamental difficulty in assessing these problems is the lack of

research into nursing practice. There is "little objective evidence avail-

able upon which to base judgements as to what is the proper scope of practice,

what class and types of practitioners are needed, and what kinds and

amounts of education each requires" (93)..

In recent years university graduate programs in nursing have

focussed on the preparation of expert nurse practitioners or clinical

specialists who can help define nursing practice in the clinical areas end

conduct research into patient care. Although many consider this one of

the most promising trends in nursing, it is now being questioned as to

whether a "sufficient number of clinical specialists can be produced to

make a significant impact on the overall system" (78).

In the meantime, as the need for health services accelerates,

physician directed programs designed to produce nurse clinicians in the

acute and ambulatory care setting:: have been increasing, and while both

physicians and nurses appear to agree that as health care needs change

roles must change, so that the role of the nurse is expanded, there is

little agreement about the educational preparation 'required., A recent

study in Ontario.(97) disclosed that while nursing educators believed

that the expert nurse clinician should be prepared' at the graduate university
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level, the Ontario Medical Association maintained that such a person

need be only a diploma graduate, with several years of on-the-job

training resulting In clinical competence in one area of nursing. A

recent interprofessional survey in the United States disclose.!. e*milar

findings (98).

Despite these opposing viewpoints, both groups are much more

willing to compromise on behalf of optimum.patient care, and this

reciprocity of roles is evident (65), (8). While professional isolation-

isms will not soon be resolved, changes in the reciprocal roles of

physicians and nurses is a significant trend that has important implica-

tions for continuing education in nursing.

CONCERN FOR CONTINUING EDUCATION

The American Nurses' Association (7) includes three type6 of

educational activities under the term continuing education for nurses*:

1. F:Irmal academic study in programs leading to a
. baccalaureate or higher degree;

2. Short term courses or programs offered by institutions
of higher learning but not necessarily directed toward
a degree (these are generally referred to as "con-
tinuing education courses"), and:

3. Indipendent or informal study carried on by the
practitioner herself utiliiing the learning
opportunities available to her through her
profession or her employing agency.

This review is concerned with the latter two categories of

continuing education, but more particularly with those non-credit

courses sponsored by institutions of higher learning, and inservice

education provided by employing agencies.

*The term "nurse" as used in this report refers to thor
registered nurses graduated from hospital schools, junior Oolleges,
and university schools of nursing.
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Of the two types of programs, inservice education is the oldest,

and probably still the most prevalent form of continuing education in

nursing. Pfc-fferkornis historical review (88) published in 1928 provides

evidence that as early as 1905 postgraduate nursing courses w.:?re being

lred in a varietyof medical specialtieci. She reports that these

programs were not well developed and that many were being ;amen merely to

increase the work force of the hospital. She further notes that educational

opportunities for the general staff nurse were almost non-existent.

Straub (107) reviewed the nursing literature between 1928 and

1960 but found few articles related to the inservice education of nurses.

She noted an increase in the number of publications from 1950 to 1960 and

that the main emlasis of most of these related to techniques of program

development or program descriptions, and that the research was limited to

descriptive surveys or opinions of participants about the programs.

This present review covers the decade of the sixties and found that

the calibre of the published literature has changed very little. There are

many articles of the type, "How we plan our program" (99), (34), (61), (123),

and program descriptions concluding "We felt that the training program was

very successful" (117), (71), (84), (104), (58), but there is little

objective data to justify these convictions": Indeed, recurring themes are

probltims such as the rapid turnover of staff, the differing levels- and

preparedness of nurses, the demands of a busy nursing service, and

reluctance of nurses to attend programs (89), (111), (36).

Continuing education as a component of higher education is very

recent in nursing. It was generally accepted in the past that the major

commitment of the university school of nursing must be to the undergraduate

and graduate programs (54). Accordingly, althougli continuing education

courses are reported to be increasing in number (48), the more sequential,
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long range programs are the products of a -relatively few universities.

In the United States, /IMPS (regional medical programs funded under the

terms of Public Law 89-239), and the Western Commission on Higher

Education in Nursing (WCHEN) have also been active in the development

of continuing nursing education.

In 1968 Mrs Signe Cooper at the University of Wisconsin held the

first national meeting on continuing education in nursing. The primary

purpose of this meeting was to provide a forum for the exchange of ideas and

developments relative to the field (92). In 1969, concurrent with the

Fourteenth Congress of the International Council of Nurses held in

Montreal, Mrs Margaret Neylan from ti a University of British Columbia

called a similar meeting (91).

Subsequently, two national conferences have been held specific-

ally for those nurse educator working in the field. The first of these

held in-Williamsburg, Virgin: 1969, focussed on the leadership role

of institutions of higher learning in continuing nursing education (90).

The second, held at Syracuse University, New York in 1970, took as its

theme the organization of continuing education for the implementation of

change (5X).

The third national conference held in Wisconsin in October 1971

had as it8 major theme critical issues in continuing education in nursing.

An issue of the Journal of Continuing_ Education in Nursing (51) was

devoted to papers developed around the issues discussed at the con-

ference. In brief, the'major concerns as expressed in these papers are

as follows:

Will short term courses presently preparing pediatric
nurse practitioners prevent a rapid and necessary increase
of tie nursing specialist prepared at the graduate level?
Present graduate programs are not preparing sufficient
numbers of expert nurse practitioners. Can we afford
to ignore the need?
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Continuing education is fragmented, disorganized,
unrelated and haphazard. Can these activities be co-
ordinated in a reasonable rational approach? The great
proliferation of opportunities in part reflects nn
expressed educational need by nurses, but could ti..re
be accomplished through better co-ordination?

What are the unmet needs and educational gaps? And
whose responsibility is it to meet these needs ....
or even to identify the needs?

Who pays for continuing education in nursing? Granted
that the learner has some personal responsibility,
what about the employing agency?

Does continuing education make a difference? When we
can identify more specifically how improved nursing
care results from our various educational activities,
perhaps we can expect more support, financial and
otherwise.

Research Interests

In her report of a national survey of all colleges and

University schools of nursing in the United States in 1969, Gwaltney (90)

identified the following research underway in the areas of continuing

education for nurses:

Univelsity of Wisconsin:

1. A Study of The Continuing Learner in Nursing: September 1,
1962 - 1963,

2. A Survey of Inactive Nurses Enrolled in Refresher Courses:
September 1967, 1968. (In progress)*

3. Evaluation of the Effectiveness of the Nursing Dial Access
Program. (In progress)*

University of North Carolina:

A Study to Determine Whether the Preparation of a Nurse for
Coronary Care Has an Effect r41. the Condition of Patients at
.Discharge From. Coronary Care Unites in the State. In collaboration
with the School of Public Healf.:h. Dept of Epidemeology and
the Regional Medical Program.

* Completed and available
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Syracuse University

Following the programs, Improved Management Skills: An
Approach to Better Patient Care: The Dept of Psychology did
the evaluation of the program.

St Louis University

Limited local survey of education needs (1965 and 1968).'
Committee on Continuing Education Study on Evaluation form
data, 1968.

Through library research as well as correspondence with over

thirty universities in both Canada and the United States, the following

additional studies illustrate the nature of current research underway:

A Survey of Inactive Nurses in Washington State. A study to determine
the characteristics of inactive nurses, their reasons for not working
in nursing, the extent to which they represent a potential nurse supply,
and their interest in a refresher course. Sponsored by the Washington
State Department of Health; Division of Nursing; University of
Washington, School of Nursing; Washington/Alaska Regional Medical
Program, 1968.

A Survey of Continuing Education Needs for Health Professionals: Idaho;'

Montana; Nevada; Wyoming; Sponsored by WICHE/Mountain States Regional
Medical Program, 1969.

Nursing in Idaho: A Study of Nursing Needs and Resources; Sponsored by
the Idaho Office; Mountain States Regional Medical Program; WICHE in
co-operation with the Idaho State Nurses' Association, 1969.

An Evaluation of L Continuing Education Program; WICHE in co-operation
with the Idaho State Nurses' Association, 1969.

An Evaluation of a Continuing Education Program in Nursing; University
of Colorado, Boulder, Colorado; 1960.

Evaluation of Regional Continuation Education Conferences.

The Effectiveness of a Leadership Program in Nursing; Supported by Public
Health Servicf _t from the Division of Nursing; Bureau of Health
Manpower and ,Utute of General Medical Sciences, United.States Public
Health Service, 1967.

Continuing Education for Nurses: A Study of the Need for Continuing
Education for Registered' Nurses in Ontario;' Sponsored by the School of
Nvizsing of the University of Toronto in co-operation with the Division
of University E-:tension, 1969. (25).
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A Report of a Questionnaire for Teachers of Nursing in Ontario; A Study

of Continuing Education Needs: Registered Nurses' Association of

Ontario, 1965.

Continuing Professional Education Needs of Supervisory Personnel in

Nursing Service and Nursing Education: Pennsylvania State University,

1965.

Correspondence Instruction as an Educational Method in Hospitals;
Pennsylvania State University and the Hospital Research and Educational

Trust of the American Hospital Association, 1967 (37).

Management Training Effectiveness: A Study of Nurse Managers;
Sponsored by the Texas League of Nursing; 1965.

What Do Practising Nurses Want to Know? A Study of Learning Needs.

As is evident, well over one half of the studies reported.are

descriptive of nurse manpower resources and the nurses' perceptions of

their learning needs. Moreover, most of the reported research on program

evaluations are, at best, exploratory.

In 1971, the American Nurses' Association was awarded a one

year federal grant to conduct a national survey of continuing education

for nurses. The purpose of this project will be to "identify all types

of existing continuing education programs and resources" (66). It is

hoped that the findings of this study will provide information which will

help to determine the future direction for continuing education in

nursing.
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CHAPTER VIII

PARTICIPATION IN CONTINUING EDUCATION

Although there is no data available to indicate the extent of

nurse participation in continuing education, using membership in the

Amerizan Nurses' Association as a criteria, Curtiss et al (51) provide a

national estimate-of less than 30 percent. They stress that the "number

of nurses aware of their needs for further study are to be found in

encouraging numbers."

CHARACTERISTICS OF PARTICIPANTS

Through an analysis of descriptive data obtained from 314 nurses

who attended the University of Wisconsin's Extension courses between

September 1, 1962, and August 31, 1963, Cooper and Hornback (28) attempted

to identify those personal-professional characteristics of nurses who were

more likely to continue their professional education. The results of this

study are summarized in this section, using other comparable data where

appropriate.

Location of Practice:

Nurses attending the University of Wisconsin extension courses

during the period under study were almost exclusively from that state.

Those counties not represented in the population tended to be more rural

and employed fewer nurses. A recent annual report from the University

of British Columbia (100) disclosed similar findings in which 90 percent

of the course registrants were from the province, and 65 percent from the

Greater Vancouver area.
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In a WICHE study (96), the great majority of nurse respondents indicated

that "because of family responsibilities, they would not attend short courses

offered outside their local communities, even if expenses were paid."

Position in Nursing Service:

The majority of nurses participating in continuing education programs

were full-time employees of hospitals. Supervisory personnel made up the largest

single group of participants, with some 40 to 50 percent of the participants

in this group. Staff nurses were next in frequency at something like 40 percent,

with a miscellaneous category accounting for less than 15 percent of the parti-

cipants. This distribution by position was found in both the Wisconsin study,

the UBC Report, and most other similar studies (28) (43) (89) (100) (102). The

generalization to be drawn from these data is that nurses in high,.2,v positions

attend more continuing education programs.

In commenting on this generalization, Cooper and Hornback (28:i ask:

Are the learning needs of supervisory personnel greater than those
of nurses on the staff level? Does this suggest that basic nursing
programs do not prepare nurses adequately for these responsibilities?
Or does this finding suggest that it is easier for supervisory
nursing personnel to get away from their job to go to meetings?

Marital Status and Age:

In both the Wisconsin. and UBC reports, about one half of the participants

were married or divorced. In the Wisconsin study, 45 percent of the' participants

had children, and one fourth of these had children under five years of age. In

contrast, the UBC data found that over one half of the participants had no

children.

The Wisconsin study found that the largest percentage of participants

were those in the older age group (50 to 54 72ars). Similarly, the WICHE study

found that nurses with ten to twenty years or more of active practice expressed
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the greatest need for continuing education. In contrast, the UBC data

reveals a distribution that is somewhat equal in all age groups-but with

a marked decrease in those over 55 years of age.

Educational Achievement:

The Wisconsin study reported that 22 percent of the participants

had a college degree-in contrast to 15 percent of the nurse population

of Wisconsin that had degrees. In the UBC report, 18 percent of the part-

icipants had the baccalaureate degree, 3 percent had a Master's degree;

and 20 percent a diploma or certificate. These data are: consistent with

participation studies. in adult education which lead to the generalization

that participation in continuing education tends to increase with formal

education.

Albeit based on a limited sample (N=79), in Shore's study

(102) nurses with more education reported less participation in programs

of continuing education. She attributed this finding in part to the

higher proportion of young zzaduates iv Vlbe isann&e, who Igerualps felt '.4061mg

of a.. need continniw.Advcatior""

Fleck (44) found '.fit variables leach as age, educatlacal back-

ground, years of experience,- and marital status, did not correlate with

opinions relative to inservice education. She does note, however, that

"in some instances, the years of professional experience did produce a .

14

greater recognition of the need for continuing growth."

Use of Other Information Sources:

In the Wisconsin study, over one half of the rescK,Adents

indicated that they held membership in the American Nurses' Association

which contrasted with the 32 percent of the nursing population in the

state that reported such membership. Over one half of the respondents



186

indicated that they read two or more professional jou

Flaherty (43) found that over one third of t

Ontario felt that their educational needs were not be

thirds were eligible for inservice education. Flaher

part7time and private duty nurses fared badly in this

found that nursing library facilities were poor and a

than one half of the respondents. She also notes tha

was used infrequently by the nurses". Burt's study (

staff education programs in Washington state disclose

cent of the respondents had done some reading or othe

work in conjunction with the inservice program attend

Professional journals and books ranked firs=

availability and use, while conventions and meetings

the WICHE study (96). On the other hand, short tel=m

available but the nurses felt that these were needed

of nurses in each of four mountain states were asked

they had received additional formal education or on-t

work in the clinical area in which they were then emp

regions, over 70 percent cf the graduate nurses had r

et.ication or on-the-job training. Of the three level

45 percent of the diploma graduates reported that the

additional formal education in the clinical area Comp

of baccalaureate graduates and 9 percent of associate

The courses most likely to gain support are those. whi
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on what the nurse believes to be her own learning needs or those which

she found most helpful in increasing her job proficiency (102), (16), (89).

REASONS FOR PARTICIPATION OR NOT

In the Wisconsin study (28) participants were found, to attend

courses for a variety of reasons, but none of the respondents attended

because it was "demanded" by the employer or for reasons of promotion.

The main reasons given for participation were interest, desire to improve

teaching or nursing care, and advised to do so by employer.

Family responsibilities was listed as the most important

single factor preventing nurses from attending programs of continuing

education (37), (28), (43), (122), (96). Other important but relaxed

deterrents included time, expense, staff coverage (10),(96), (37), (25),

nothing available, and/or distance (96), (28), (43), (57), insufficient

advanced notice of course offerings, and/or inadequaiteqnaillity regard-

-n.r..the__f_cour-se (25), (20. In the Ontarin Survey of Needs (25) employers

stated that it was difficult to plan continuing education programs for

staff development when little advance notice of course offerings was

given. Nurses were reported reluctant to take advantage of opportunities

available when costs for attending courses on short notice prohibited

its inclusion in the hospital or agency budget.

Ir her study, Burt (16) found that of the fifteen hospitals

polled, four made attendance compulsory at inservice education programs,

and one hospital specified that "attendance was required for some, but

not all nurses." In the remaining ten hospitals attendance was volunt-

ary. Payson and Salloway (84) found that one of the major reasons

staff members did not like the inservice programs was because they were-
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compulsory. On the other hand, some respondents indicated that once they

got there they found the programs enjoyable. Fleck (44) concluded that

the major obstacles to participation in inservice education programs

were: 1) the rotation of hours and the heavy workload which limited

attendance; 2) unplanned, dull, poorly presented programs; 3) the

general indifference of the majority of staff nurses to inservice education.

These findings are not too different from thomreportel in the Pezasyl-

vania study (10).

Scheduling:

Most surveys sclose that nurses want continuing education

presented in their local communities (69), (57), (Y6), (122). In the two

WICHE:MBR.MF surveys over 85-percent of-the respontienrs indizated :shat

they would attend short - :courses if theswere ,uthered in their home

communities. The frequencylmith which they would be, willing to attend such

courses is shown in Table II.

A survey of inactive nurses in Wisconsin (96) disclosed that

of the respondents who were interested in returning to nursing, 73.12 per-

cent desired refresher courses scheduled as part time classes with roughly

one half preferring a day time schedule, and the other half an evening

schedule; 67.65.percent of the inactive nurses-expressed a willingness to

travel but one half would not commute over ten miles in order to attend

refresher courses. A survey (97) ofteachers of nursing in Ontario found

that the majority of teachers would like courses scheduled in the evenings

and the months most favoured were February and March.

Cost:

In Flaherty's study in Ontario (43), 40 percent of the respondents

reported that employers granted them time off or pay to attend programs,
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meetings and conferences. The most favoured groups in this regard were

those in administration, teaching, and public health nursing. In the

Wisconsin study (28), three quarters of the respondents had their fees

paid by the employing agency. In most cases, this was the entire fee or

through time reimbursement in the form of "giving on duty time". Asked

if they would be willing to pay their own fees, nearly 62 percent

responded in the affirmative while approximately 12 percent responded

negatively and one quarter did not respond to the question. Referring

to the non-respondent category, Cooper and Rornback ask: "Does it

imply indecision or can it be assumed that the majority of these nurses

would not have attended the institute had they been expected to pay their

own fees?" (28).

Although it is impossible to draw firm conclusions on the

basis of the limited data availble, a number of reports suggest that

many nurses expect some type of reward for continuing their awn

education. As previously noted, in the Ontario Survey (25), employers

reported that nurses were often reluctant to finance their own

attendance at courses. In the WICHE:MSRMI" surveys (96), only 24.2 per-

cent and 27.4 percent of the registered nurses indicated that they

would attend programs outside their own communities at their own

expense, whereas 55.8 percent and 63.3 percent would attend if theit

expenses were paid.. Similarly, Goldfarb (46) notes that "most of the

nurses who take the course expect compensation upon successful completion"

however, "they were not sure where the compensation was to come from

or what it should be" (46).
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Felt Learning Needs:

Surveys which have used open ended techniques to identify the

felt learning needs of nurses reveal some striking similarities in

responses. Regardless of position or type of agency, one of the most

prominent needs listed is that of improving communication and management

-leadership skills (36), (10), (43), (37), (25). Other learning needs

rated high in the list of priorities include: newer dimensions in

nursing care; legal aspects of nursing; and the changing role of the

nurse. In the Pennsylvania study (36), many nurses vere being

promoted into administrative, supervisory, and team leading positions

with little preparation for their new responsibilities, and hence were

insecure as managers. Accordingly, directors of nursing were in full

agreement that Caere was an urgent need for courses to improve the

supervisory skills.

In the Ontario Survey of Needs (25), employers both of public

health and of hospital nurses expressed a similar view. Directors of

nursing also indicated that they looked to continuing education courses

to,fill the gap created by the phasing out of the one year certificate

programs on nursing service administratioh. Other pressing needs

revealed in this survey were: 1) courses to increase the teaching

skills of nurses in different fields and levels of nursing, including

public health nurses, inservice co-ordinators and occupational health

nurses; and 2) specialization in nursing, notably in the area of

Intensive care nursing, nhronic disease, mental health, and

rehabilitation.
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Utilizing a modified survey or "slip technique," Skinner and

her colleagues in the Michigan RMP (103) gathered opinions about the

current learning needs of staff nurses, team leaders, and head nurses in

the care of patients with heart disease, cancer, stroke, and related

diseases. Forty-eight nurses representing each level idehtified not only

the broad learning needs referred to in the foregoing surveys, but also

specific learning needs directly related to patient care, including

1) how to position acutely ill patients to prevent deformities and other

complications; 2) how to read EKG's and recognize death producing

.arrhythmias; 3) how to be more effective in teaching patients and

families; 4) how to care for terminally ill patients; 5) how to care

for patients receiving chemotherapy and irradiation.

Using a scaled questionnaire and interviews, Tiffney (109)

sought to determine the competencies of general staff nurses functioning

in the field of rehabilitation. She concluded that general duty nurses

lacked the necessary competencies for effective work in rehabilitation.

Although the nurses interviewed emphasized that their role was not under-

stood or appreciated by the other disciplines on the rehabilitation team,

Tiffney adds, "this no doubt was aggravated by an appareit lack of

understanding on the part of the nurses themselves as to what the functions

of the nursing staff include". Among many recommendations, she urged

that short term courses in rehabilitation be set up, organized, and

implemented by qualified personnel as a crash program to alleviate the

shortage of graduate duty nurses'who require this preparation to function

as skilled practitioners.
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In the study of teachers' learning needs (97) over 80 percent

of the respondents requested content related to the biological and

social sciences. The teachers expressed the greatest need for subject

matter specifically related to their own field of practice. As a

result of this survey, six 3-week institutes for teachers of nursing

were conducted. Although a relatively unstructured program was planned,

it soon became evident that the real learning need of the instructors

was not course content, but rather how to apply it in situation-type

problems in clinical practice (94).

Price (89) attempted to identify learning needs in two ways:

The first was a self report of a critical incident encountered the

previous year which the nurse considered of extreme significance and

related to her lack of preparation. The second was an identification

of the learning need which the nurse thought would enable her to best

improve the quality of care she provided to patients. Using this

approach, Price found that while the nurses reported. their greatest

learning needs to be indirect patient care, most of the critical

incidents related to direct patient care. More specifically, the

greatest needs and/or problems related to "insecurity regarding

nursing care,-new techniques, methods relating theory to practice".

Concerning many of the critical incidents, reported, she states:

This indicates a failure of transfer of learning
from past experiences. If this does not. take place,
pre-service education must be considered inadequate.
The pre-service education of the individual nurse
should enable her to analye her own abilities and
recognize her needs for additional learning (89).

Price indicated that learning needs reported most frequently

in the area of indirect patient care were those related to leadership

and management. In this area, skill in handling people was given
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primary emphasis. It was also indicated that clarification was needed

with regard to current programs in nursing education and regarding

interpretation and implementation of hospital policies. On the basis

of her findings, Price concluded that there was no advantage in trying

to group nurses for inservice education according to the amount of

professional training received, whether their preservice clinical

experience was in the hospital in which they were employed, or on the

basis of the number of years away from hospital nursing. She con-

cluded that the homogeneity of learning needs was probably most

related to functional role, type of care given, years in nursing,

and length of employment.

Mettle-Zs and Techniques:

A recent survey (10) revealed that the instructional techniques

most preferred were: lecture, group discussions, films, handouts, panel,

and role playing, in that order. Fifty-eight respondents expressed

opinions. One of the most frequent requests relative to improving

instruction was more learner participation. Similarly, Burt (16)

found that many of the nurse respondents would have liked more

opportunities to volunteer comments and engage in discussion with

colleagues.

On the other hand, nursing teachers administered a post-

institute questionnaire which indicated that the "least helpful aspect

of the programs were the small group discussions". The reason given was

that. "the group wandered from the topic". At the same time, observations

by resource persons during the institutes indicated that the develop-

ment of group discussion and conference skills were a very prominent

need among teachers of nursing attending the institute.
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The references found relative to t J and opinions

of nurses about the newer mass media and jt. a1 methods

suggest that nurses are willing to utilize these where available (2),

(14). In the WICHE study (96), nurses, particularly younger nurses,

expressed an urgent need for programmed instruction, television, radio

and educational films, more or less in that order.

A recent survey (10) by the school of nursing at Pennsylvania

State University disclosed that 60 percent of the responding hospitals

would be willing to experiment with television, while 21.42-percent

would not and 18.57 percent were undecided. The major problems relative

to its use were: cost, lack of facilities or equipment, and the quality

of the program, in that order.
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CHAPTER:IX

PROGRAM, ORGANIZATION AND ADMINISTRATION

A number of different groups sponsor programs of continuing

nursing education including the universities and their schools of

nursing, employing institutions - notably hospitals and public health

agencies - nursing and hospital associations, and voluntary or specialty

health groups. Ofthese, the universities, hospitals, and nursing

associations are the primary sponsors of formal programs.

'SPONSORS AND PROGRAMS

Since there is no nationally systematized method for reporting

the numbers and types of current course offerings, the information

provided in this section represents data gleaned from a variety of*sources

which reflects present patterns and trends.

Nursing Associations

In a recent article, Spector (105) wrote:

Continuing education in the American Nurses' Association
is like an iceberg. That is, its clinical conferences and
publications are clearly visible. What is less evident
are the following: the efforts expended by the national
associationto encourage the development of continuing
education programs and make it possible for the profession
to determine the standard of its education and practice.'

More specifically, the role of the national nursing associations

relative to continuing nursing education has been: 1) to procure federal

funds for both graduate and continuing education; 2) to encourage the

development of effective orientation and inservice education programs in

the employing agencies; 3) to promote the return to nursing of inactive
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nurses; and 4) to provide information to nurses regarding various

alternatives for professional advancement through formal education

(95), (7), (105), (86).

In addition to the fore the Canadian Nurses' Association

(CNA) provides a Library Loan on nursing publications, while

the two major associations in the United States offer for rent or

purchase various teaching aides and resources. More recently, the

National League for Nursing (NLN) is reported developing programmed

instruction on various aspects of clinical nursing (112).

In 1967, the American Nurses Association (ANA) received a

$50,000 federal grant to promote a nation-wide program of refresher

courses to encourage a target of 30,000 inactive nurses to return to

nursing within one year. The Association's primary role in this

venture was to identify inactive nurses and to involve agencies,

particularly state nursing associations, in the provision of the courses.

As part of its responsibility, the ANA designed a set fq guidelines and

a model course which was subsequently published (32). Since this.

original drive, further grants have been made to expand the ANA's

promotional efforts (13).

For the past decade the ANA:has been sponsoring three day

regional conferences focussed on clinical practice. Although attendance

reported at these conferences is estimated at some 950 per conference,

one of the'principal concerns of the association is whether or not the

conference is actually reaching the desired target group, the clinical

practitioners. A study in 1967 revealed that the majority of

participants were teachers and administrators (105).
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National League for Nursing (NLN) is reported developing programmed

instruction on various aspects of clinical nursing (118).

In 1967, the American Nurses Association (ANA) received a

$50,000 federal grant to promote a nation-wide program of refresher

courses to encourage a target of 30,000 inactive nurses to return to

nursing within one year. The Association's primary role in this

venture was to identify inactive nurses and to involve agencies,

particularly state nursing associations, in the provision of the courses.

As part of its responsibility, the ANA designed a set of guidelines and

a model course which was subsequently published (32). Since this

original drive, further grants have been made to expand the ANA's

promotional efforts (13).

For the past decade the ANA has been sponsoring three day

regional conferences focussed on clinical practice. Although attendance

reported at these conferences is estimated at some 950 per conferences,

one of the principal concerns of the association is whether or not the

conference is actually reaching the desired target group, the clinical

practitioners. A study in 1967 revealed that the majorityof

participants were teachers and administrators (105).



The I.Ajor contribution of the CNA is an extension course on

Nursing Unit Administration which it has co-sponsored for a number of

years with the Canadian Hospital Association. Designed to combine

correspondence study with a workshop, this is offered nationwide to nurses

employed in supervisory positions. Generally considered a highly success-

ful program, Goldfarb (46) reported that in the first four years of

its existence over 1,500 head nurses, supervisors, and directors of

nursing had completed the course.

All three national associations in co-operation with various

specialty and local groups offer conferences and workshops relative to

continuing education for nurses (25), (118), (105). A major concern of

the national nursing association at present is the establishment of

guidelines and policies governing the expanding role of the nurse (20),

(9). As the health professions move towards "relicensure" the develop-

ment of standards for continuing education and a greater effort to

increase the number of available learning opportunities for practising

'nurses (105) will require national attention.

This search of the literature yielded little on the activities

in continuing education of state, provincial, and local nursing assoc-

iations. Recent annual reports from university schools of nursing

suggest that nursing associations are working more closely with the

university schools of nursing both in planning and implementing programs

of continuing education at the local level. Their influence is also

expressed in other ways, notably through the provision of funds for program

development, studies of learning needs, and their role relative to nursing

standards and practices (100), (115), (25).

Hospitals

Although there are no detailed studies on inservice education,
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the evidence available suggests that its development has been quite

limited. One survey of inservice education in nine hospitals reported

as part of a national study on the quality of nursing service in

Canada (95) revealed that in all nine hospitals studied, orientation

to the ward situation was the responsibility of the head nurse and her

staff. In a few instances this program was planned to last several

days or weeks with conferences, classes, and demonstrations in the

afternoons. Three hospitals had a designated inservice educator and

tended to offer the more comprehensive programs with-more consistent

follow-up for each new employee. One major weakness of most orientation

programs was the lack of planned orientation to evening and night

shifts. On several occasions nurses stated that they had been placed in

charge of a ward on evening or nights without sufficient introduction to

the administrative functions and procedures, as well as to the patients

and their needs. In two instances nurses. said they had to depend on

nursing assistants and students to inform them of the policies; routines,

and responsibilities of various personnel.

In all but one of the hospitals surveyed, planned inservice

education programs were provided. However, most of the programs

focussed on disease entities, technical procedures, and new equipment;

"even though observations and discussions suggested a need for inservice

education oriented around the kinds of patients which nursing personnel

indicated provided difficult nursing problems." Current literature was

almost non-existent on most nursing unitst, however, one hospital

reported circulating select periodica7.1. Most of the hospitals

indicated that nurses were allowed and in fact,.encouraged to attend
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various short course, workshops, or Institutes, conducted by nearby

universities.

The two major administrative problems emphasized by the nurses

were: 1) the difficulty of releasing personnel to attend the programs;

and 2) the difficulty of planning programs for evening and night staff.

As stated by one respondent,"I think the afternoon and night staff

should have some form of inservice program, but you can't expect the

night nurse to get up for an afternoon meeting".

Many of the critical incidents provided over 1,000 registered

nurses in Price's study (89) suggest that comparable problems exist in

many American hospitals. This study emphasized that all personnel,

whether full or part time, day, evening, or nights, should participate

in .inservice education and it recommended that scheduling be improved

by the provision of an 'education day° for each nurse. "When inservice

education is considered as essential, improvement in scheduling can and

will be made. This is recognized to be a .task that is difficult, but not

impossible ". The report also recommended that inservice personnel work

with nursing service to ensure that nurses not be assigned to a

leadership role without previous orientation.

In the Idaho Study (57), hospital based inservice education programs

were found to be minimal, and much of what was being. offered consisted

of didactic presentations. Onlysix full time educational directors were

employed in the fifty three hospitals and fifty. four long term care

facilities in that state. None of the directors had advanced education

nor any additional training in the educational process. In fact, this

study concluded that. the educator's needa'for continuing education were
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similar to those of the nursing staff. These findings are not too

different to those reported by Tiffney (109), Murray (75), and others

(36), (92).

The National Commission on Nursing and Nursing Education (69)

summarized its conclusion as follows:

The entire committment to inservice education has been
characterized by inadequate support and insufficient personnel.,

Of the more than 7,000 hospitals in the United_States, for

example, no more than 300 ham a professional training specialist

to directtheir inservice'programs. All too frequently
responsibility has devolved upon nursing service in the

absence ofTany specific plan.

Despite the disorganized state of the field, it is expected

that a number of recent developments will greatly influence the future'

of inservice education. One of these is the recent statement by the

Joint Commission on Accreditation which would require that nursing

departments provide continuing education for nursing personnel (82).

Although limiting in one sense, this requirement would provide greater

support for inservice education. Another development concerns the

educational media which promise a partial solution to some aspects of

the multi-faceted problem (17). Even more important is_ the_

trend towards the regionalization of continuing education, which in turn

is facilitating cooperative planning andindeed, in some areas of pro-

gramming, it is becoming increasingly difficult to distinguish between

"inservice" and "continuing" education..

Universities and Their Sdhools of Nursing:

Gwaltney surveyed (49) all colleges n* _university schools of

nursing in the -United States. This study revealed that during the

academic year 111068-69, 41 of the responding schools offered1400 programs

with a range ae fkom 1 to 69. In additiOn, all 41 respookesta indicated
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some degree of participation in co-sponsoring courses, notably with

voluntary health agencies, state nursYmg asst lotions, RMPS, and other

colleges and universities. The length of the programs offered varied

from one half to forty days.

The Ohliger and Barratt survey (81) of 96 NLN accredited schools

of nursing offering a baccalaureate but no higher degree suggests even

less involvement of collegiate schools in continuing education. Of the

62 schools responding, only 31 had offered a continuing education program

during the academic year 1967-68. More specifically, 15 schools offered

one continuing education program, 12 offered 2to 5, and only 4 offered

more than 5. These programs varied in length from one day to two weeks

while in some cases a program was offered intermittently over a semester.

The University of Toronto Survey (25) revealed that between

1965 and 1968, four of the province's universities provided 19 courses for

nurses. Of these, only 12 were sponsored or co-sponsored by schools of

nursing. The others were offered by the faculty of medicine-and the school

of hygiene. The length of the nursing school programs ranged from two

days to eight weeks. In the two national surveys, groups for whom programs

were most often provided were general staff nurses, head nurses, super-

visors, instructors, public health nurses, occupational health nurses,

and private duty nurses, more or less in that order.

In Gwaltney's survey, the schools indicated that the most

frequent request was for management skills and to a lesser extent clinical

nursing. Ohliger and Barratt reported the following content areas:

nursing in public health, rehabilitation, maternal-child, medical-surgical,

and mental health. More specifically, topics-included: sex education

anti-family life, principles of management and supervision, sensitivity

training, head nurse roles, legal problems in nursing, teaching methods,
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problem-solving and nursing practice, and mental retardation.

A review of recent program descriptions suggests that in addition

to the foregoing, university schools of nursing are also offering an

appreciable number of refresher courses for inactive nurses (22), (21),

(114). The literature also suggests that more consideration is being

given to sequentially planned clinically oriented courses, particularly

to the areas of intensive care (17) and leadership development (38),

(39), (40). In addition, a few universities are reported offering

certificate courses designed to expand the role of the nurse in the

areacf ambulatory care (114), (85).

On the whole, comprehensive programs with long range goals-

appear to be the exception rather than the'rule. As in all the health

professions, the great majority of programs in continuing nursing

education are short courses, designed to meet the immediate needs of

nurse practitioners and/or the employing agencies (18), (116), (48).

ADMINISTRATION

Although administrative arrangements vary, the majority of

continuing education programs are administered as part of the univer-

sities schools of nursing. A few; however, exist as separate divisions

but within the health science complex (49). ht the University of

Wisconsin, continuing nursing education is organized as a separate

department within the extension division. To ensure co-ordination with

the school of nursing, the administrators in extension are also on the

faculty of the school. In keeping with the extension concept, courses

in nursing are offered throughout the state using a variety of admin-

istrative. arrangements (26). The University of Colorado's continuing

education service has a state advisory committee made up of represent-
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atives from various fields of nursing and allied health professions. The

role of this committee is to serve as a means of communication relative t:z

continuing education needs, and as a liaison between the school of nursing

and health agencies (115).

Gweitney (49) disclosed that the majority of reporting schools

employed full time directors of continuing education for nurses. Of

these, 27 directors held master's degrees, 4 held doctoral degrees, and

one had a baccalaUreate. Additional nurse faculty engaged full time ranged

from 3 to 23. Most of these held master's degrees. Ohliger and

.Barratt (81) reported that 7 of the 31 responding schools reported that

persons responsible for the program had some additional preparation in

adult education.

Instructors

The nursing schools reported the use of both regular faculty aro±

outside people to teach continuing education programs. These latter

included: public health personnel, nurse clinicians, physicians, physical

therapists, sociologists, psychologists, social workers, pharmacists,

attorneys, and television, programmers (81). Most schools also report the

use of local nurses as resource persons and/or teachers (92). Some schools

report the use of patients and families as important and effective resource

persons (100) (79).

The recruitment of'faculty, expert both in the field of nursing and

the psychology of adult learning, has been identified as one of the major

problems in selection of teachers (100), (90). Another is the heavy

responsibilities which the regular faculty carry in the undergraduate

and graduate 'programs'. The policies of some universities prohibiting

payment to faculty members participating in continuing education programs
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is said to further aggravate the situation (92).

Recent literature suggests that many university schools of

nursing are attempting to meet the acute shortage of skilled adult

educators through intensive training courses for nurse faculty,

inservice coordinators, and public health nurses (38), (39), (40), (41).

In a/Iition, at least 2 RMPS have engaged full time personnel to assist

inservice educators to improve theii programs and to prepare local

nurses to plan and implement programs-Of-inservice education (24).

Finances:

As in the other health professions, continuing education in

nursing has been the recipient of grants from the Kellogg Foundation

(115), (100), (19). Other sources of funds include donations, course

fees, professional associations, employing agencies, and government

grants (27), (115), (66). University schools of nursing in the United

States appear to be in a much more enviable position than those in

Canada. In fact to date, medicine and nursing have received the lion's

share of funding for continuing education through public law 89-239

(23).

Other lucrative sources of revenue in the-United States have

been the federal short term training grants through the Manpower Train-

ing Act (66), the NIMH (National Institute of Mental Health) grants

'(119), and the twelve month grants through the U.S. Public Health-

Service, Division of Nursing (83). Despite such a diversity of sources

in the.United States as in .Canada funding is said to be inadequate

(116), (90). The main problem seems to be a shortage of funds for

continuing education which requires a secure financial base. In fact,

the pace setting schools.of nursing appear to be those which have had

considerable financial support from the university'(115), (26).
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Publicity and Promotion:

The promotion of continuing nursing education is achieved through

the usual brochures, nursing association newsletters, newspapers, and

nursing journals. Of these standard methods, the Wisconsin study (28)

found that brochures and fliers sent to hospitals and other employing

agencies were the most effective means of reaching nurse practitioners.

In order to facilitate advanced planning by the employing agencies

and nurse practitioners, some universities are publicizing their program

offerings once a year in the form of calendars (18), (114), (100). Since

January 1971, the Journal of Continuin: Education in Nursin: has included

an "Educational Opportunities" section as a further aid to those nurses

:nterested in attending programs both within and without their state.

As in dentistry, it is not unusual for course sponsors to offer

credits or certificates for course attendance. In Gwaltney's survey (49),

7 schools of nursing reported offering credits while 25 did not. Credit

was used most often by schools offering extension work in some courses

unrelated to degrees.

Program Planning:

Most of the university schools of nursing use permanent or rotating

committees to assist with the overall planning. Committee members

usually consist of both school faculty and outside resource persons. In

addition, special committees are organized to plan individual program

offerings (115). The personnel in these planning groups are selected on

the basis of their expertise and interest in the particular program being

planned (100), (115). Reports on inservice education suggest that most

programs use committees for planning (45) (42), (87). In the CNA survey

(95) it was found that general staff nurses and nursing assistants in some
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hospitals each appointed committees to plan programs for their own groups.

As in medicine and dentistry, nursing appears to make extensive

use of participants' opinionnaires as a basis for program planning.

However, as In most fields of adult education, these surveys do not

.identify the participants' real learning need, ("v: Straub (107)

found that even when the nurses selected the .1z1-J..ent, helped plan the

program, and had time provided so that they could attend, more than one

quarter of the nurses did not attend the majority of the meetings. She

also observed that attendance was much lower for those meetings devoted

to nursing care and interdisciplinary matters. Straub asks:

Should the content for inservice eduCation programs be
determined by the nurse practitioners? Or should additional
topics be suggested by people in leadership positions
such as the head nurse, supervisor, and director of nursing
service? Persons in these positions might have a
different concept of the needs of nursing personnel
because of their postions, experience, education and
the like?

Grosicki (47) surveyed needs in one Veterans' Administration

Hospital and found that while many different viewpoints had been in-

corporated into the carefully planned programs, most of the activities

met the immediate needs of the situation, but were lacking in continuity

and overall program goals. Primary emphasis had been placed on

functional competence, particularly the efficient management of the

unit, and "this area showed the greatest increment of application. In

other subject areas, very little of what had supposedly been learned

had been put into clinical practice. The greatest deficit appeared

in clinical competence."

In a similar vein at the Williamsburg conference (90) it

was agreed that the two most serious deficiencies in continuing

education were: 1) the lack of continuity between knowledge and its

utilization and, 2) the problem of unmet and unidentified learning
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needs. More recently, under the auspices of the WICHE:MSRMP, the Committee

of Continuing Education. for Nurses in Idaho (120) has drawn up a proposed

program based on the philisophy expressed by Miller:

It would seem that the time has come to try a different
educational model .... one built upon solid evidence about
the way adults learn, rather than upon the time honored
methods of teaching them. There is ample evidence to
support the view that adult learning is not most
efficiently achieved through systematic subject instruction,
it is accomplished by involving learners in identifying
problems and seeking ways to solve them

In keeping with this philosophy, this program will be

introduced in phases with the major emphasis during the first phase on

the learning process. Group meetings in the clinical areas will be

utilized with active involvement of the participants in analyzing and

determining their own learning needs, and with instructors available who

will be working. with several groups simultaneOusly. Content material will

be provided as the groups are ready for it. Existing resources will be

used as required. Several instructional processes will be used in

response to the needs expressed by the participants. As the programs

develop they will be regionalized and ultimately integrated with continuing

education programs for physicians and allied health professionals.

Continuous evaluation will be built into these programs. through

the use of objectives stated in behavioural terms. Participants, faculty,

and the agencies where nurses are employed will participate in the

evaluation of the project. More specifically, the evaluation will attempt

to: 1) appraise the participants' ability to identify their own

eduCational needs and to establish goals for sustained 'self education'
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the quality of patient care has improved and to what extent the

facilities support continuation of the program, and 3) a general

analysis by the faculty of the co-operative approach to continuing

education and its value to participants and their employing agencies.

SOME SAMPLE PROGRAMS

It is difficult to generalize about the instructional

processes currently used in continuing nursing education. Nevertheless,

a perusal of recent program descriptions suggests that a high premium

is placed on small group discussion, hence it is not unusual for

university schools of nursing to control enrollment, both in terms of

numbers and according to such variables as area of specialization,

position in the employing agency, and on occasion, years of experience

(38), (39), (40), (41). The most promising approaches appear to be

those which have managed to combine the classroom instruction with

clinical practice.

Regional and Sub-Regional Programs:

In 1957, the Western Commission on Higher Education in

Nursing (WCHEN) launched a centrally planned, regionally implemented

leadership training program.for nurses already employed in key positions.

Financed by the Kellogg Foundation, the primary objective was "to aid

the participants to become more effective leaders thereby improving

patient care".

Several features distinguished this course from other

previous efforts. It was scheduled on an intermittent basis, con-

sisting of one week conferences separated by 3 to 6 months intervals

extending over three years. During the interim periods the participants
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consultation services available as requested. In this way nurses who

ordinarily would not have been able to engage in further education were

able to do so. Another aspect of this program particularly conducive

to learning was the in-residence-conference- wviich took participants

away from the work settings where they could freely exchange ideas and

progress notes on problems in their home situations. Encouraged by the

favourable response to this experiment, a grant was received from the

Public Health Service, and the program continued (29).

Since the initial project, various alterations have been made

in the program with the time span reduced to two years and, in some cases,

one year. Techniques of instruction now include lectures, panels, small

group discussions, and clinical experiences. To facilitate the applic-

ation of new learnings, each participant selects some area of work in

which she wishes to bring about change which she undertakes as a take-

home assignment. These are discussed at the initial session and progress

notes reviewed at subsequent sessions, both individually and in groups

(68). Continuing evaluations have utilized a variety of techniques

including observations of simulated nurse-patient situations, analysis

of process' recordings and diaries, rating achievement of course

objectives, satisfaction ratings such as the Kropp-Verner scale; and

Firo-B, which is a measure of group compatability (31). This program

design is widely used in continuing nursing education. Most of the

programs reviewed or mentioned in this section are replicas or modific-

ations of'the original WCHEN model.

Despite its successful application, and the high regard with

which the WCHEN leadership programs are viewed, success has been difficult
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to measure in terms of behavioural change. Between 1962 and 1964, eight

WCHEN programs were objectively evaluated using a variety of paper

and pencil tests, scaled ratings of observed nurse-patient situations,

and employer-employee ratings on the job. Four hundred and ten course

participants and 450 non-course participants were examined on their

before and after interpersonal relationships as well as other changes

in behaviour. Although the evaluation found that the course signific-

antly influenced participant attitudes and beliefs, no firm conclusions

could be drawn with respect to actual changes in behaviour (60).

An earlier, albeit less well designed study by Todd (110) disclosed

similar findings.

Using the WCHEN pattern, the Texas League of Nursing-sponsored

a similar series of regional conferences for management personnel

between 1960 and 1964. An evaluation of this series revealed findings

consistent with those of the WCHEN studies. In brief, although the

participants appeared to adopt a more democratic and understanding

attitude, there was little conclusive evidence to suggest a change

in job performance (72).

Commenting on the WCHEN findings, Ingmire (60) raises a

number of crucial questions:

How can the quality of nursing care be measured? What
other instruments can be developed to measure nurse
behaviours in the work setting? How can participants for
future programs be selected who have the greatest potential
for personal growth? How can the participants' learnings
be extended into institutional systems more effectively?
How can institutional administrators and colleagues of
related disciplines be more closely involved'in this or
similar programs?

In an effort to tackle the multi-faceted problem of the

institutional climate, Ingmire and her colleagues at the University of.
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continuing education programs. Inc,mire and Blansfield (59) have recently

described one such program whiriph hospital administrators, directors of

nursing, and deans of schooka of imrsing enrolled as teams "to learn new

and revised theories of tem builadng ari to consider ways in which these

theories could be applied.in the back-home setting". The program con-

sisted of three day conferences meeting three times over a one year period,

which provided the teams an opportunity to utilize and reinforce

conference learnings. The training laboratory or "T" group approach

was used with theoretical material presented as needed but mainly to

provide a focus for discussion and interaction among participants.

An evaluation of the program was conducted in two ways: 1) partic-

ipants' perceptions of change in themselves-and in their relationships

with others; and, 2) faculty's perceptions of change in the participants'

method of interacting during the course of the sessions. Of the 39

participants who completed the first series of conferences, 27 responded

to a questionnaire and the most frequently reported behavioural changes

were increased understanding of themselves and others, and more open

relationships. Of the reported changes-in organization and management

processes, improved meetings was mentioned most often. The most

.tangible evidence of the success of,the course was the participants' request

for an advanced training laboratory which has subsequently been implemented

with high enrollment reported.

Brown (16) has reported aithree year pilot project_in which teams

of instructors and moors were enrolled for a course am cancer nursing.
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Co-sponsored by the Southern Regional Education Board (SREB) and the

University of Texas, this course consisted of three conference sessions

extending over a one year period. The major emphasis was on the nursing

care of patients and families. The sessions also stressed and demon-

strated the multi-disciplinary approach. One of the major take home

projects was the development of a plan for extending the knowledge and

skills participants had acquired to other nurses in the back home setting.

Although well conceived, Brown reports that many difficulties

ensued in the implementation of the program. Because this type of an

educational experience was so new to most of the participants, and

because they had such varied backgrounds, instruction had to be provided

on an individual basis frequently. The greatest problem related to those

assignments requiring participants to engage in direct nursing care.

Both the instructor and supervisor participants were found to be

psychologically insecure and reluctant to communicate with patients and

families.

Truscott and Keller (112) have described an interdisciplinary

program in use in the North Carolina RMP stroke program. This four day

course is offered in two day units with a week in between. Content

identified as pertinent to all participants; physicians, nurses, physical

therapists, speech therapists, occupational therapists, and medical social

workers, is presented through joint session. Instruction includes

lectures and diEicussions supplemented by slides, films and filmstrips.

Also provided is a loose-leaf notebook with review notes pertinent to

each discipline. Four such-courses-have-been completed with an attend-

ande of 154 professional health workers. As a-result'of this experiment
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participants are developing a better understanding of the meaning of

rehabilitation and their interrelated roles in the management of the

stroke patient.

Truscott and Keller (112) reported that great gaps were found to

exist in the participants' knowledge of the care of the stroke patient

which posed a real problem as did the associated unlearning which was

necessary in some instances. Although participants were identified as a

"stroke team", the team concept as an approach to care was often not under-

stood or implemented. In joint sessions, physicians were reported

hesitant to ask questions because nurses were present, and nurses were

equally reluctant to expose gaps in their knowledge. Some participants

were facility rather than discipline oriented in that their interest in

stroke patient care was limited to its application in their own part-

icular type of facility. Thus public health nurses were not interested

in acute nursing care and nurses employed in acute hospitals were not

interested in the community aspects. Similarly, participants from small

rural communities were not interested in hearing or discussing facilities

which were not available in their own home settings. Generally speaking,

"Health practitioners were more interested in the "how to" rather than

the "why" or the philosphy of care".

In a recent article, Conley rind Larson (24) report that the

Colorado RMPInd the School of Nursing are offering an interdisciplinary

course in Rehabilitation and Maintenance. This program is intended to

develop skills needed for "post crisis" patients and it is offered in

small rural communities throughout the region. Local planning committees

composed of representatives from nursing and the allied health professions

identify educational needs and develop the program with the assistance of,



216

university faculty. Local health personnel are utilized as instructors

with the university providing assistance as necessary. The course is

highly individualized in terms of local needs and the needs of partic-

ipants as well. Scheduled on an intermittent basis, the program consists

of three 3-day conference sessions. Following the initial session,

the participant selects a patient for whom she develops a nursing-care

plan. In the period between the second and third sessions she is asked

to develop a teaching program for her selected patient. Instructors

provide individual guidance to students throughout and each is encouraged

to proceed at her own pace.

Conley and Larson (24) also report that the Western Pennsyl-

vania RMP and the Graduate School of Public Health at the University of

Pittsburgh are conducting a program for the long term training of nursing

home personnel, using both university and in-patient facilities. The

course consists of weekly sessions lasting one day for a nine month period,

Formal presentations are minimized in preference to problem-solving..

Where possible administrators and charge nurses have classes together.

Following the completion of the program the participants are provided with

consultation services by the faculty for a two year period.

According to Conley and Larson, the effectiveness of this course

is demonstrated in the patient care facilities to which the graduates have

returned. They cite new and improved nursing procedures that have been

instituted in the home facilities, the establishment of positions for both

a director and an inservice educator; job descriptions and performance

evaluations for nurses, have been developed

:implemented in a number of facilities&

and inservice programs have been
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continuing education for health service personnel in rural communities in

Nevada. The core of the consulting team consists of physicians and nurses

with other health professions serving as resources where their skills are

required. A hi-monthly schedule of visits provides consulting service to

local.communities. The program for each visit is based upon the identified

needs of the community and is developed co-operatively with the health

personnel in each area to be visited. Thus the team may provide either

structured courses or unstructured consultation depending on the need.

The ever increasing demand for nurses with specialized skills

in intensive care nursing, and more particularly, coronary care, has

resulted in a great proliferation of short courses in this area of nursing.

Of the many program descriptions reviewed, the one sponsored by the

Colorado-Wyoming EMP and the University of .Colorado School of Nursing

(114) is probably the most comprehensive and well integrated. Scheduled

on an intermittent basis, the initial two week session consists of lectures,

self study, and practical experience followed by a six week interim in

the participant's awn work setting. During this period the trainee

completeS a special assignment "which involves identifying a problem in

her clinical setting about which she develops a research-type project

directed toward a solution". The second two week in-training session

places corwider.ible emphasis on clinical experience which is largely

individualized to meet the individual's own particular employment needs.

The last two days are devoted to management and co-operation between

health personnel in clinical settings. For this last session, participants

are.encouraged.to:inVite directors of nurses hospital board members
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hospital administrators, or others of her choice from the home hospital.

Thereafter, a one week follow-up sessiln each year is available to ensure

the necessary updating of information and an evaluation of the program's

effectiveness. Concurrently, the University of Colorado is offering a

course on the intensive nursing care of children as a companion to the

course on intensive care of adults. The sessions are conducted together

where the two courses have material in common. In addition to the

behavioural and physiological aspects of nursing care, this course

emphasizes the nurse's role with the total family group and the team

approach to patient care in the intensive care unit.

Inservice Education:

Del Buerno et al (33) described a special orientation unit with

its own instructor and a head nurse particularly responsive to the needs

of staff at the Presbyterian Hospital in New York. New staff members'are

rotated through this unit to receive necessary instruction. and experience

on all three shifts under the guidance of an instructor or charge nurse.

Although it is too early to evaluate the overall effects of this plan,

it is thought that this program will help ultimately in decreasing the

high turnover rate of nursing staff.

At Peter Bigham Hospital in Boston (103), nurses with less than

six months experience are being rotated through two clinical specialties

following a six month period in medical surgical nursing. Programs of

inservice education are provided concurrently with these new experiences,

In spite of the difficulties in implementing such an ambitious plan, the

advantages are felt to be: 1) the nurse received a year of planned

experienCes during which time she has the opportunity to consolidate

her MidiCalr-aurgicaL:nursing skills. and to sample two kinds of specialized_
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and 3) nurses are available to relieve in specialties when necessary.

At the University of Rochester's Strong Memorial Hospital (70),

instructors have been assigned to each of the major clinical services which

has made possible unit based clinically oriented inservice education

and more individualized orientation programs. On the first day each

newcomer completes a questionnaire which asks about past experiences

and felt learning needs. Through an analysis of the information

gleaned from the survey an individualized clinical orientation is then

provided as part of the overall program.

Wilkinson (121) has reported an experiment in orientation at the

Langley Porter Neuropsychiatric Institute of the University of California

in which new psychiatric nurses engage in self-orientation. In this

experimental project, the environment. wadstructured to make available

selected learning opportunities and the nurses were informed about them

but no attempt was made for structured learning activities. The only

specific requests made of the new staff member was that they tape a

report at the end of each day which was a resume of the day's activities,

and they were asked to inform the school when they terminated this

self orientation. Findings revealed that the orientation was highly

individual, with no two nurses proceeding in the same manner yet all

of them involved themselves in those activities which they considered

significant to their orientation. From the tape recordings it was

apparent that as the days progressed, the nurses became increasingly

aware of what they must learn in order to function as well as others.

This procedure was identified as the "self identification of continuing

learning needs".
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At the Loeb Center for Nursing and Rehabilitation in

Montefiore, New York (3), the new nurse is assigned directly to.the unit

to work with a staff member who is thus available to her for help as

she identifies a need or expresses an interest. Opportunities for

conference are also available where she may receive clarification on

matters of policy and/or procedures. Through this program the newcomer

is encouraged to identify her own need for help and is given the time

to plan her own orientation. The inservice education program at the

Loeb Center is probably one of the best examples of how continuing nursing

education can be built into day to day practice. Staff conferences

scheduled once a week for all nurses involved in the program provide

opportunities for group discussions about ways to facilitate care and to

clarify varying types of problems which nurses identify as interfering

with their work with patients. Unit conferences are held as the need

arises and nurse to nurse reports from day to evening shifts are described

as "conferring, planning sessions", rather than the usual recitation of

activities.

Regularly planned conferences and teaching on the wards also

typify much of the inservice education at Rancho Los Amigos Rehabilitation

Center in Los Angeles (16). In addition, workshops on rehabilitation

nursing are also scheduled'regularly. These courses are available to nurses

from general hospitals, special long term hospitals, nursing homes,

visiting nurses associations, and public health agencies,.as well as the

staff at Rancho Los Amigos. Interdisciplinary in approach, some of the

sessions include selected patients who present pertinent aspects of their

case histories and discuss thel.i.perceptions.of the treatment.process;.



Of the growing number of programs preparing pediatric nurses,

the one at Bunker Hill Health Center in Massachusetts (11) best fits the

definition of continuing education used in this report, hence a des-

cription of this program is provided as an example of an innovative

program designed to expand the role of the nurse. In 1968 a sixteen

week program was started which allowed a nurse to'continue her regular

schedule but with a minimum of one and a half days per week release time

for the durationcf the course. Admission requirements were: 1) that

the nurse trainee already hold a job or have promise of a job with a

practitioner who provided pediatric care for all children in the family;

2) each trainee be guaranteed the opportunity by her employee to function

in an expanded role in her work setting; 3) on the job training be

provided by a qualified pediatrician during the course; and 4) opport-

unity for on the job training be assured following completion of the

program. No special educational qualifications were required other

than successful graduation from an accredited school of nursing.

The course was divided into 94 hours of classroom instruction,

and 96 hours of clinical practice in a variety of in-patient and

pediatric ambulatory settings. Clinical practice also included

specially arranged experiences in the nurse's own work setting under

the preceptorship of the pediatrician and the supervision of the

Center's nursing faculty. .Through seminars and individual supervision,

the following factors were emphasized: 1) the decision-making process

2) conflict and anxiety in role re-orientation; 3) _team work and.inter-

personal:relatiOnships; and 4) the prOhleMafof delivery of health

services to children and their families.
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Since the first two courses were considered experimental, no

attempt was made t9 make an objective evaluation, however, certain personal-

professional characteristics were tabulated. This disclosed that roughly

one half of the participants had a diploma, approximately one third a

baccalaureate, and five had a master's degree. About one half had had

no prior pediatric or public health nursing experience, and most of the

rest had less than five years experience in either field. In short,

they were a relatively inexperienced and youthful group. Concerning

these data, the authors note: "In our experience nursing education

background has had no relationship whatsoever to successful and satis-

fying function in the role of pediatric nurse practitioner. The same

can be said of age, marital status, and number of children".-. -They do

point out that certain areas of content were weak, notably child growth

and development :nd knowledge of common pediatric problems. They also

felt that more time was required for the nurses to work through the

problem of conflict and anxiety related to role re-orientation.. This

program has recently become associated with North Eastern University,

which, according to Brown (16) "should provide the depth required to

develop the kind of leadership needed to change the health care system".

Mass. Media and Self Instructional Methods:

Since the completion of the statewide educational television

network in Kentucky, along with the other health professions, nursing has

been presenting programs on PANNED, and interprofessional television

series. From November 1969 to November 1970, nursing presented eight

programs in this series. A survey (14) based on 587 questionnaire

responses (66 per cent of the registered nurses in Kentucky) disclosed

that the majority of nurses watching the series were young graduates from



diploma programs working general duty in hospitals. The overall reaction

to the programs was favourable, with many respondents indicating that they

felt PANNED programs could be used by nurses to continue their education.

The major criticism of the series was a lack,of knowledge about the

program. More specifically, 174 of those who did not watch any of the

series indicated that they did not know it was to be, shown, and another

33 "thought.it was a refresher course for nurses". The second major

complaint expressed by those who watched was that the reception was poor,

with 98 reporting that they were unable to get the series.

On the basis of these findings, it was recommended that the

series be continued, but that some method for evaluating its effectiveness

be instituted. It was also recommended that the series be advertised

better, and that it be shown at an earlier time. It was further

suggested that the programs be made available through closed circuit

television in the public colleges; "These could then serve as centers

for feedback and evaluation of some of the programs offered".

Abbey et al (I) reported an experiment using open circuit

television in which they sought to determine whether nurses gained more

from a broadcast viewed individually at home or from one viewed-with a

group of colleagues in a hospital conference room. They also attempted

to identify those conditions which enhanced learning compared with con-

ventional broadcasts which require no active participation. In this

experiment, three response conditions were used: 1) the control

condition or conventional broadcast presentation; 2) experimental

conditions consisting of a "covert" presentation in which questions were

inserted into the broadcast with students encouraged to think of the
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students were rewarded for making a written response to the questions

by being provided with knowledge of results by return mail. Participants

.
included 120 general staff nurses drawn from each of three geograph-

ically separated cities which participated in the study. In each city,

20 respondents viewed the offerings individually at home, and 20 did

so in a group setting.

The program was sponsored by the Uniirersity of California

School of Nursing as a tuition course which carried a certificate of

completion. Learning achievement was measured by a sixty item multiple

choice test, while attendance was measured in two ways: 1) subjects

who completed the course indicated on a special form which programs they

had viewed; and 2) actual attendance of subjects in the hospital setting

was recorded for each broadcast. The findings revealed no significant

difference in regularity of viewing and completion of the course

according to presentation response conditions. Although the results on

the presentation response conditions were statistically inconclusive as

measured by test results, home viewing wa,:, found superior to group

viewing as measured by learning achievement. The report concludes:

If only group viewing at central location were effective,

broadcast television would have limited instructional

potential. The findings of this study indicate, however,

that through home viewing, broadcast television has the

potential to serve all health science professionals,

including those in which members spend their working

day separated from each other".

For the past several years the University of California School

of-Nursing in Los Angeles has been offering televized programs via the

scrambled network system. The series is presented on the Medical Tele-

vision Network to 70 member hospitals. Nurse co-ordinators in each of the

hospitals are assigned responsibility for publicizing the programs,

organizing the viewing facilities and introducing and-conducting a
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fifteen to twenty minute discussion following the program. Approximately

13,000 nurses and members of other health disciplines are reported to

have viewed the series.

The programs are patient centered and frequently have used

actual patients as well as health personnel with emphasis on demonstration.

Squaires (106) identified the major problems encountered in the first

five years of the program: 1) poor selection of program chairman;

2) too much content; 3) not enough depth in content; 3) no permanent

staff; 4) no money for implementing programs as part of the continuum

of continuing education offerings. She also reports that portable

equipment is being taken into the field for live conferences and that

this approach has been found effective in developing counselling inter-

viewing techniques.

The Ohio State University School of Nursing and the Department

of Nursing Services of the Ohio State University Hospitals (80) are

broadcasting two-way radio telephone programs to 48 of the state hospitals

to enable scattered audiences to participate in programs of continuing

ktursing education. Attendance is reported to have Increased from some

2,000 during the pilot project in 1966 to over 10,500 for the 1969-70

series.

The programs consist of a lecture or panel presentationfollowed

by questions and comments from the participating hospitals through their

moderators. Each hospital is furnished a quantity of printed outlines

and a set of 2 x 2 slides which are used in conjunction with the

presentations. "Interest'and enthusiasm" for the program is said to be

a motivating factor in 'the continuationandexpangion.of the series.
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In 1966 the University of Wisconsin (52) initiated the first

statewide telephone conference for nurses. Fashioned after the tele-

lecutres developed for continuing medical education, this series was

offered as a lecture followed by a question and answer period. The 12

classes presented 'weekly were received at 24 centers located in various

clinics and hospitals throughout the state. Co-ordinators assumed res-

ponsibility for showing accompanying slides and serving as moderators.

Since the original series, improvements in technology have made possible

simultaneous transmission on FM radio. There are presently 56 tele-

phone listening posts and 27 radio listening 'posts, with about 1000

Wisconsin nurses participating in this weekly series.

On the basis of a 20 percent return (N...209) of evaluations

for the 1967-68 series, Hornbeck (92) reported: 1) the majority of the

participants were currently employed in nursing; 2) for approximately

one half of the respondents the telephone conferences comprised the

first continuing.education program attended; 3) most respondents felt

satisfied with the programs but many thought that there were too many.

Since 1969 a special radio-telephone series has been offered

for inactive nurses in order to.help .them keep up to date on general

nursing knowledge. Funded by the Wisconsin RMF, this series is but

one facet of the Wisconsin' Inactive Nurse Service (WINS). Another is'a

project in which independent study guides are being developed on a

number of topics requested by inactive nurses (2). Yet another innov-

ation pioneered by medicine and which nursing now shares is the dial

access library (77). Nursing Dial Access was initiated in 1969 after a

.four month trial period. It consists of a number of pre-recorded five

to seven minute audio tapes on a variety of nursing subjects. The nurse



dials a special hone.numberand 'asks for the tape she is interested

in hearing. Thie mmcord is then played for her over the telephone. The

service is available without charge to all Wisconsin nurses. &recently

completed evaluation of the program found that more than one thousand

calls are being received per month, with two-thirds of them between

noon and midnight; nurses in more rural areas utilize the service more

often than do their urban counterparts; hospitals; nursing homes, and

schools of nursing make the greatest use of the program (104).

In view of the many problems confronting inservice education,

it is surprising that greater use has not been made of the newer

educational media and,,more particularly, self instructional methods.

The only innovative program reported was that described by Lindeman

and Aernam (67), which was conducted at Luther Hospital in Wisconsin.

Using a portable slide/sound projector,. the nursing staff at this

hospital are developing their own self-study packages on various

nursing procedures.

Dubin, Mme,. and Alderman (37) surveyed the use of corres-

pondence courses lstamapitals. They found that hospital administrators

and department headi in the United States generally lacked information

about this method_aard that it wasmarely used for inservice educattOn.

On theother hand, hOspital adm 01 :Al . ators in,iCanada were found to

make fairly extensive use of correspondence courses for their employees.

With the exception the CNA-CHA Extension Course on Unit Administration,

this review found no descriptive studies on its use in either country,

and the same was true for programmed instruction.
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RECURRING ISSUES AND TRENDS

The issues confronting nursing education are not too different from

those facing medicine and dentistry; however, continuing nursing

education is faced with some unique problems related to the ambiguity

surrounding nursing, as well as the need to "upgrade the education of

nurses who have graduated from programs which differ widely" (51).

Adding to the confusion has been the recent emphasis on the expanding role

of the nurse. Nukoll (78) reported an analysis of-a recent mailing from

the American Academy of Pediatrics which found that 24 of the 34 training

programs listed for pediatric personnel were designed to admit nurses.

Of these, only 6 required a B.S.N. degree for admission. The duration

of the programs ranged from 16 weeks part-time to 18 months full-time

culminating in a master's degree. These data suggest that there is as

yet no consensus on the educational preparation' of pediatric nurse

practitioners. In the meantime, Hutchison (56) has warned:

'There is imminent threat of crash programs developing outside
the educational mainstream. The preparation of the pediatric
nurse associate falls squarely within the generally accepted
scope of continuing education since the programs seek to
further prepare the practitioner nurse.

She urges that continuing education faculty ensure that the minimum

standards outlined in the guidelines for Pediatric Nurse Associates be

followed and that leadership be exerted to ensure thatisoundL:programs

develop under the sponsorship of university continuingnursing-,and medical

education.

As noted earlier, Cooper (48)-has expressed concern'from another

point of view. She queries whether short term courses preparing

physicians' associates- "will prevent a rapid and:necessary increase of

.
.

nurse'specialists et-the graduate level ". Related to this problem is
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the question'as to whether continuing nursing education should make

special provision for the granting of credits toward college degrees in

an effort to enable the vast number of experienced and 'capable nurses to

obtain recognition for their clinical capabilities. On this issue,

Squaires (21) has advanced this view:

Continuing education should facilitate.the passage from
one level to another without lowering standards. This
can be done by careful study and redesigning:::of curriculum.
Keeping standard's at the forefront but not allowing tradition
to dominate, continuing education should be imvolved in
the planning and provision of courses to move_-people along
the way.

Even as these issues are beginning to be seriously discussed by

nurse leaders, nursing like all the health professions:Is moving in the

direction of mandatory continuing education as. a recpiisite for practice.

In 1970, the California LegEslature passed a bill whichi specifies that

after January 1, 1975, nurses and other health professionals will be

required to submit proof diet during the preceding two years- they have

informed themselves of developments in their fields, either by successful

completion of examinations, or by pursuing an approved course or courses

of continuing education (63).

At the same time, nurse educators are unanimous in agreement

that should mandatory continuing education be implememzed, colleges and

universities could not,prduce the required courses at:present (51).

Indeed, with the exception of a few universities and regional efforts to

develop continuing education programs fromthe perspective of long range

co-ordinated planning, continuing nursing educatiOn.has been described

as "unrelated, ad hoc measures, lacking continuity and follow up".(92).
.
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CHAPTER X

SUMMARY

Registered nurses are the largest single group of health

professionals. This group is made up largely of women, of whom well over

one-half are married, and approximately one fourth of the group is

employed part-time. There is a large inactive group of nurses, many of

whom would be willing to re-enter the work force. Entry into the pro-

fession is achieved througheither a diploma or a degree program but the

vast majority of nurses have no academic degree. where private duty

nursing. was once the:malor field of employment, over 83 percent of the

-employed nurses are 'now working in. hospitals and.mursing schools.

The role of the nurse in patient carels,in a state of flux

with the new role not yet clearly defined. As it emerges, the trend is

.taward,expanded resvonsibilities both in general nursing duty and in

specialization. Thtm-is creating new dimensions to. the knowledge required

to perform new or modified tasks in patient care that results in the need

for systematic learning at all levels within the profession.

There have: been four major developments in nursing over the past

decade. These are: 1) a re-orientation of graduate nurses back to the

bedside; 2) a trend toward clinical specialization; 3) an increased

effort to define nursing practice through .research into patient, care; and

4) changes in the reciprocal roles of physicians and nurses. Inservice

and continuing education have been identified as iMportant vehicles for

'facilitating these trends, and indeed, for solving many of the problems

in nursing.

While the identified learning needs relative the broader areas

of nursing are notat all surprising, a nUmber of, studied indicate that
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nurses at all levels are insecure in their present positions and that they

are concerned regarding their future in nursing. Furthermore, the few

studies which have attempted to determine not.only what nurses believe

they need, but also their real learning, deficiencies, suggest 'that the

learning needs of registered nurses arengmerous and diverse.

While inservice education offers the greatest potent:lel for the

development: of clinical competence, its potential has'hardly bemm

touched. On the other hand, although continuing nursing edu -OM on at the

university level is in its infancy, it is laced with some lescimanridinary

demands, which the majority of schools mot cope with:at present,

neither in terms of faculty, facilittes,naor finances. Vhatis required,

therefore, is a Clearer delineatiomlif mespective roles of the - university

schools, the employing agencies, and the professional associations-who

are the three major sponsors of continuingeducation in nursing. More

specifically, in view of the evolving trend's in nursing, it-,w. lid:_ seem

that the university schoolSshould focuson the developmentf:dE2Meadership

and consultant services to the employing agencies rather than :nesting

scarce resources in short course offerings:which at best only serve to

meet the pressing needs of the moment.

Continuing nursing education should exert leadership in the

development of new instructional materials and program designs. As

toted by Conley and Larsen (24), most of the innovative programs in

aursing funded through public law 89-239 have.been innovations in

3rganization and administration rather than in educational design.

Chia is equally true with respect to most of the other innovative

,rograms desCribed above.
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Joint planning and the co-ordination of resources at all levehs

are also indicated. In addition, the health professions might profitably-

pool resources and work together in developing clinical programs, for

ac amply demonstrated in this review, some of the most "successful"

programs in nursing have been those which have been developed within the

framework of a health team aipproach.

In order that continuing education in nursing can achieve the

learning and changes in behaviour that are required by the expanding mite

of the nurse in patient care, it is necessary that educational programs

be developed that are functionally efficient as instruments for change-

This can only be accomplished through the design and management of programs

that are geared to adult learning. Among the several health professions?,

nursing has been the'first to accept the need fOr specialized skill and

knowledge in adult education as a pre-requisite for educational planning.

As this trend continues, it will provide the. profession with a cadre

of skilled educational specialists to-ensure that continuing education

programs will meet the need for learning in the progession.
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CHAPTER XI

THE PROFESSION AND CONTINUING EDUCATION

The individualistic mature of dental practice and its rel-

ative isolation from the mainstream of general health services has

several important implications for the development of continuing

education.

COMPOSITION. AND DISTRIBUTION

Like physicians, dentists are not being produced in suffi-

cient numbers to maintain what is considered by some to be an

optimum ratio of dentists to population (56) (42). Despite efforts

to expand dental school programs 156), population growth will con-

tinue to outstrip the production of dentists. In Canada, an equally

pessimistic dentist-population ratio is projected.for the years

ahead (39). Population ratios do not necessarily reflect an

accurate picture of the availability of dental services. Studies

have shown that the use of dental auxiliaries can significantly

increase the productivity of dentists. In both Canada and the United

States, governments recommend that dental auxiliaries be trained to

perform a greater range of duties than they are preSently permitted

to perform (42) (39).

Another important factor influencing the availability of

dental services is the disproportionate distribution of dentists

from region to region. As in medicine, the distribution of dentists

in North America varies directly with the per capita income and the

proportion of the population in urban communities,



246

Thus, in the United States the highest dentist-population ratios are found in

the large urban communities of the North East and the least in the South (42)..

Similarly, in Canada the highest dentist population ratios exist in the large

urban communities of British Columbia and Ontario and the least in Newfoundland

(59).

Although specialization has occurred within the dental profession,

only a small proportion of dentists are practising a specialty. Mcrgrlane

(59) reportfd thoc in 1562 only 3.8 percent of the dentists in North America were

practising a recognized specialty. While there are no recent national figures,

a survey in Ontario found that only 6 percent of the dentists were in specialty

practice in 1968 (74). Moreover, a report in 1965 by the American College

of Dentistry revealed that less than 10 percent of graduating dentists were going

to obtain graduate degrees or certification in one of the specialities of

dentistry (68). Hence, while it is expected that specialization will increase

appreciably in the future (66), it is not tow a significant factor affecting

the availability of dentists.

Practice Arrangements:

As in medicine, dentists also pool their facilities and personnel

in order to meet the increasing demands on their services (59) (48). There

is also some evidence that hospital dentistry is increasing (35) (48). Generall!

speaking, however, most dentists are still engaged in independent office

practice (39) (43), and, as pointed out in the Report of the Committee on the

Healing Arts, "Because they are so independent,.dentists may find it relatively

difficult to keep up with the development of dental techniques, and they may

not be as exposed to the kinds of'quality controls that physicians experience

through hospital and other control institutions required for the treatment of

their patients" (74).
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Patterns of Work:

Hall (39) noted that about one third of the 216 dentists

interviewed worked a 40 to 44 hour week. For the rest, there was

a wide variation from a high of 55 to a low of 35 hours per week.

Of the 155 general practitioners in the sample, 54 percent had at

least one full time dental assist emc while 69 percent of the 61

specialists bad one or more full time assistants. Only 6 percent

of the total sample made any use of dental hygienists and 46 per-

cent of those not employing hygienists felt the idea was a good

one but knew little about the occupation or were not at all

enthusiastic about the re-organization it aimmld be ;required to

introduce one into the office.

The findings of tie Ontario study (74) suggest that despite

the growing importance of specialization and preventive oral medicine,

most of the dentists' work is still "largely devoted Vb tonne

repair and replacement of deollyed' totth, fitting dentures, and the

treatment of common periodontal disease". According to this report,

and implied in others (39) (59) (42), "The dental profession has not

responded easily to.changing public attitudes And needs, to new

methods, or to the new ways of preparing dental personnel to provide

these servires".

Both from within modaittthout tkaprofe*Olitm the proposal that

coatinulng education be used -as a vehicle for re- orienting dental

personnel to overcome these deficiencies (72) is being advanced more

and more frequently. More specifically, at a recent national work-

shop sponsored by the American College of Dentists (72) it was

recommended:

1. That continuing education should not be limited to those

subjects directly -related. todentistrYbut,include areas
-that-might have "spin off".benefitsi sociologically,

oriented courses to provide better understanding of the

needs, fears, and desires of-the.underprivileged,:as:

well as patient rgroupswhichrequire special care in

their treatment such as the chroniCally ill, aged and

handicapped.:'
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2. That dental societies, schools, and other agencies develop
continuing education programs in keeping with the preventive
concept of practice, regardless of the student group for

whom instruction is planned.

3. That dental schools implement programs which will provide training

in the management and administration of the total dental health

team for the undergraduate as well as the continuing education

student.

Wile these recommendations capsule the major areas requiring attention

in future programs, planning must also take into account the opinions of the

consumers of continuing education. Hence, in recent years, a number of surveys

have been conducted in an effort to identify dentists' perceptions of their

learning -needs.

NEED FOR CONTINUING EDUCATION

In dentistry the terms "graduate," "postgraduate," and "continuing"

4ducation have been dePned by the Council'on Dental Education of the American

DmmMil Association (46) as follows:

,Graduate Education: refers to those programs which include a
planned sequence of courses leading to an advanced degree, such

as a Master of Science, the Master of Science in Dentistry, or the

Doctor of Philosophy.

Postgraduate Education: refers to those programs vhich'include a

planned sequence of courses and instruction. that do not lead to an
advanced degree, but for which the student may be awarded a certificate.

Continuing Education: refers to those single courses of:short
duration (one or two days to several weeks on either a full time or

intermittent basis), which are offered to provide practising dentists

with information about new developments in dental technics and the

science of practice.

Although these are the definitions generally endorsed by the dental

profession, in practice the terms "continuing, education" and "postgraduate

education are.often used interchangeably-resulting in considerable Confusion.



In order to present this report according to the terminology used

by the Council, programs of full time study intended "primarily

to prepare dentists for specialty practice and/or for teaching in

a clinical area" (66), were defined as postgraduate education

and (, -cluded from this review. On the other hand, since it appears

to be common practice in dentistry to award certificates and/or

credits for attendance at continuing education courses, "non-

academic" credit courses were added to the foregoing Council's

definition of continuing education and included in this review.

As a further clarification of terminology (12) it might be

well to note that a continuation program in dental education includes

the following:

Seminars: A seminar is a group effort in study or research
conducted under. the leadership of one or more persons
possessing special knowledge in the area of study.

Study Clubs: A study club is an organized effort on the
part of individuals to pool their knowledge and interest
for the benefit of all participants. Study clubs may
be of two kinds: 1) Where the objective is basically
instructional, and 2) where the objective is basically
investigative.

Scientific Programs and Exhibits: Scientific programs
are programs offered by organizations or institutions that
offer lectures of discussions on various subjects of interest
to the practitioners in an effort to keep the practitioners
abreast of developments. Scientific exhibits offer further
opportunity for this depending more on the visual aspects
of the educational process.

Extension Courses: Extension courses or programs offered
by educational institutions are distinguished largely by
the fact that they are made available outside the facilities
of the school, such as a branch or by mail.

Intramural Courses: Intramural courses or programs are
those located in the universities' dental schools.

According to most writers, continuing dental.education as presently con-

stituted was a product. of.. the.second World-liar,(57).149)-(55) (4). Up to

that time -there aPpears_tcthave,:been.few-attempts.to offer systematically

any-.planned- learning opportunitiear.forRdental practitionerqtr. The return to
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civilian life following World War II of a large number of dentists, coupled

with the revolutionary advances in all the health sciences, forcibly demon-

strated the need for specific programs for continuing dental education.

In response to these needs, the W.K. Kellogg Foundation provided

financial assistance to dental schools for the development of refresher-type

programa, thus bringing the universities' dental schools into the mainstream

of continuing dental education. A conference on continuing education was held

in 1948 by seven dental schools which had been recipients of Foundation grants,

and this appears to have been the first of a number of national conferences

and workshops which have been held subsequently to "study the problems related

to the establishment and conducting of programs of continuing dental education"

(55) (19) (91) (72).

However, as noted by Mann (55) in 1964:

Many of the 1948 problems remain, and totally satisfactory answers
or solutions to them have not yet been developed...To-day, and
probably more important than fifteen years ago, consideration must
be given to the questions of what properly constitutes a total
program of continuing education for the dental profession. What
are the acceptable methods of continuing education that are or
should be available within reasonable distance or expense? What
can a dentist do by himself with journals or teaching devices,
and what can be done by television? Should a total program have
organization or should it depend upon independent groups, agencies,
and institutions to provide a sufficiently broad spectrum or
potential experience to care for the profession's needs? If

organization is desirable, who should administer it?

These questions are still major concerns in continuing dental education

today. In dentistry, as in all the health professions, there has been much

discussion about these problems but few scientific studies on the ways and

means of providing continuing education for dentists.

Probably the most significant national study was that published in

1960 by the Council on Education of the American Dental Association (46).' It



provided a comprehensive report on the changing nature of dental

practice, and on the general status of dental education including

continuing education. In 1964 the Committee on. Advanced Education

of the American Association of Dental Schools published the findings

of a survey of dental school programs, faculty, and participants

(hereinafter referred to as the 1963 Survey), which also provided

considerable information regarding continuing dental education.

A third national survey of note was that by the American PUblic

Health Association (51) in 1964. This study sought to determine
.

the general status of continuing education in dental public health,

and more particularly, to identify the continuing education needs

of dental personnel in public health services.

In addition to these, over the past few years there have

been a number of regional surveys defining the expressed learning

needs of dentists (63) (89) (1) (24) (65) (6), and a few pilot

projects on extramural programs along with those using the newer

educational media (27) (37) (32) (3). Generally speaking however,

much.of what has been written over the past decade have been

opinions and viewpoints, particularly with reference to the main

pre-occupation of the dental profession, "mandatory continuing

education" (20) (25) (20) (30) (36).

251



253.

CHAPTER" XII

PARTICIPATION IN CONTINUING EDUCATION

Although there is no accurate data available about participation in

continuing dental education in general, there is some data that suggests

factors which may affect participation including location, field, patterns

of practice, income, age, and the uses of information sources. Most

writers estimate that in any given year less than 25 percent of the-dentists

in the United States participate in continuing educaLion programs (6) (29)

(43) (88). Two national surveys provide estimates of 40 percent (63) and

49 percent (84) respectively, but local surveys tended to be less optimistic.

A survey of 34 percent of the dentists in Kentucky (24) revealed that 26

percent had attended one continuing education course during 1967-1968,

32 percent had.attended two or three courses during this period, 25 percent

had attended four or more courses, while 27 percent reported no course

attendance. On the other hand, a review of attendance records at the

University of Kentucky revealed that over a seven year period, the average

annual attendance in programs offered at the university equalled the oft

quoted national average of 12 percent (6).

In Minnesota, a 1963 survey (64) bSsed on approximately two-thirds

of the practising dentists in that state disclosed that roughly 43 percent

had taken at least one course in the past two years, while approximately

17 percent had not taken a course for ten or more years. Similarly, a.

recent survey conducted by the University of California found that of the

102 respondents, 77 percent had taken courses within the past two years (1).
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These data suggest that participation in continuing dental

education varies with the nature of the sample population surveyed,

the course sponsorship, and other related factors.

Location:

It would appear that the geographical region in which the

dentist practices is associated with participation in courses.

It has been found that dentists in the United States liyi4 in

the west And in the east are more likely to have taken courses

than those in other regions (65) (84). But this can be misleading

since the highest percentage of dentists within reasonable access

to dental schools are those located in the western and eastern

states. Roughly one half of the nations dentists are practising

in locationsrelatively remote from dental schools.

In general, most-studies reveal that while dentists will

travel long distances seeking desirable courses (41) (6), the

majority prefer courses closer to home.' The 1963'survey of dental

school programs (65) found that 40e2 percent of the course partic-

ipants had travelled,no more than 100 miles.

Field of Practice:

Dentists in specialty practice have been found to take

or to have taken more continuing education courses than those in

general practice (89) (1). In the national study reported by

O'Shea (65), 86 percent of the specialists reported having taken

courses whereas only 60 percent of general* practitioners had done

so. Among the specialists, more orthodontists were found to have

taken courses than those in other specialties. This study also

revealed that dentists who engaged in teaching and/or research,

were more likely to participate in continuing education thin those

who engaged only in pradtice.



Patterns of Practice;

Questionnaire responses from over 4000 dentists in the six New England

States (89) revealed that dentists in partnership and/or lonated in a dental'

building, were more likely to have taken courses than those in solo practice

or located in non-dental buildings.

On the other hand, O'Shea (65) found that neither practice arrangements

nor office location were related to course attendance; however, 72 percent of

the dentists with two or more auxiliary aides had taken courses as compared to

53 percent with no auxiliaries. In addition, 72 percent of the dentists who

scored high on the use of preventive procedures had taken courses in contrast

to only 54 percent scoring low on their use. A similar trend was also noted

with respect to the variety of modern equipment in use, "The more such equip-

ment the dentist had, the more likely he was to have taken courses and to

have taken them recently."

. Income, Age:

Several studies reveal that dentists in the higher income brackets

are more likely to take courses (1) (89) (65). In the California study,

66 percent of the respondents earning $11,000 to $15,000 had taken courses

compared with 80 percent in the $16,000 to $30,000 income bracket,(1).. Simi-

larly, in New England 57 percent of the dentists whose income was in the

$20,000 or more bracket reported course attendande versus 39 percent of

those whose net income was less (89).

A national survey by the American Dental Association (84) found that

'dentists in the 30 to 50 age range were found to enroll in courses'of'continu-

ing education while beyond 50 there was a steady decline in participation.
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Use of Information Sources:

Unlike physicians who tend to rank formal courses first or

second in order of importance, dentists tend to rate reading,

meetings, conventions, study clubs, and informal contacts with

colleagues higher (90) (89) (63) (64) (23) (67). An exception to

this rank ordering was found in California (1) where respondents

rated continuing education courses as the most important way of

keeping up with new developments. While this survey was based on

a sample of University of California alumni and may be-biased,

this difference may be the result of the fact thatthe State of

California has been very active in the field of continuing dental

education (1).

O'Shea (63) found that a greater proportion of respondents

who rated formal courses as the most important method of-keeping

current were also more likely to have taken one or more courses.

Moreover, he found that dentists who used other means of keeping

up were also more likely to have taken refresher courses. Attendance

at local, state, and regional meetings showed a lesser-relationship

to course attendance than did participation in study groups and .

membership in general and specialty dental societies.

While reading is heavily endorsed as a way of keeping

up to date, the Minnesota survey (64) revealed that 63 percent of

the responding dentists spent less than five hours a month reading'

dental journals. In contrast, attendance at study clubs and dis-

cussion groups was fairly high, with approximately two-thirds

reporting attendance at 40 or more meetings in six months.

A recent survey by the American Dental Association (84)

revealed that 36 percent of the dentists responding belonged to

study clubs that met regularly. Of this, number, dentists.in the

.North West region reported the highest study clutOpembership

(44.3 percent) while dentidts in,the New England states reported

the lowelit membership (28.7) Percent.
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Surveys of dentists in.Colorado and Wyoming revealed-.that society

meetings and study clubs were most often used as sources of continuing

education by dentists up to. age 55. Thereafter, journals became more important.

It was also found that young graduates tended to rate their own practices

"a very important source of continuing education" (23).

Reasons for Attending or Not:

Data gleaned from surveys suggests that from 70 to 90 percent of the

dentists are willing to participate in programs of continuing education (89)

(23)(24). In California (1), 80 percent of the respondents stated that interest

in the subject was the major factor motivating attendance, 73 percent listed

the improvement of office practice and procedures, 23 percent indicated a

professional obligation, 5 percent were motivated by membership in the Academy

of General Dentistry, and 4 percent attended as a result of a suggestion from

a colleague. In Kentucky (24), 86 percent .of the respondents listed subject

matter covered as the most important stimulus.to course attendance, 39 percent

were drawn by the reputation of the clinician instructor, 34 percent by course

location, 17 percent by the time of year, and 13 percent were motivated by the

low cost of the course.

On the other hand the most frequently cited deterrents to course

attendance (not necessarily in order) are: lack of time, distance (89) (24)

(1), costs (24), uninteresting topics (1), and no courses available (23).

Sponsors:

Dental schools sponsored the majority of courses attended by dental

practitioners with dental societies ranking second (63) (24) (64). Commercial

organizations hospitals, clinics, and other miscellaneous groups accounted



258

for by a small percentage of the courses taken. On the other hand,

dentists give first preference to courses sponsored by dental societies

with dental schools rating second (23) (89), and a few indicate that

they prefer small group sponsors such as study clubs (23).

Scheduling of Programs:

Dentists are more or less unanimous in their preference for

courses scheduled on Wednesday (11) (47) (23) or week-ends (73) (23).

The majority also express a preference for short courses lasting three

days or less (11) (47) (23). A substantial number indicate that they

would be willing to attend courses scheduled on an intermittent basis

weekly or monthly over a period of time (24) (23) (47).

The choice of location for courses varies widely. The most

frequently cited locations include: university dental schools; local

hotels; local hospitals, dr.clinics; and community colleges (89) (23).

In New England, dentists:in states with a dental school (Massachusetts

and Connecticut), cited the.school as the most frequently chosen.

location.

Tuition Fees:

The majority of dentists do not question tuition fees (47) (24).

Cost is a deterrent more in termEr:of the loss of income and travel

expenses than the fee in itself. One study found that 63 percent of

the respondents felt that the:cost of courses was about right, 25 percent

thought they were too expensive, and 10 percent indicated that continuing.-

education courses would be attractive even if the costs were slightly

higher (24).

Felt Learning Needs:

Although varying somewhat in rank order, the course topics most frequently

chosen by dentists in New Englamd (E9):reflect the- subjects ranked highest-
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in most other surveys (73) (11) (23) (1) (63) (64). These include: crown

and bridge, complete dentures, periodontics, operative dentistry, and practice

administration. In addition, other topics cited frequently include: diagnosis

and treatment of emergencies (73) (23), and the use of dental auxiliaries (73).

In New England (89),dental public health, hospital dentistry, and the care

of special problems were the least preferred topics.

The Kentucky study (24) solicited dentists' opinions with respect to

course offerings and content for auxiliary personnel. This revealed that 64

percent would like courses offered for dental assistants, and 35 percent indi-

cated that they would be interested in participating in courses with their

assistants. The most important courses for dental assistants were felt to be:

office management, chairside assisting, dental health education, and dental radio-

-graphic technicians, in that order. CourRes which were felt to be most

important for dental hygienists were: dental health education and the use of

mechanical scaling devices. Preventive dentistry and fluorides in dentistry

were given top priority for hygienists in,one study (24).

Most of the program directors who responded in the Dental Public Health

Survey (51) in 1964 indicated that the greatest training needs were in the

areas of public health administration and health education. Local. program

directors also rated training in clinical procedures high in their list of

priorities.

Instruction:

Dentists express a general preference for teaching techniques which

facilitate personal contacts. In New England (89), the techniques most pre-

ferred were demonstration..63 percent; participation..58 percent; lectures..51

percent; and discussien..46 percent. Leistlweferred were non-Personalized
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methods such as television..18 percent, movies..13 percent; corre-

spondence..4 percent, and teaching machines..3 percent. With the

exception of television which ranked relatively high in interest

value in several studies (23) (24), this list more or less reflects

dentists' preferences with respect to instructional techniques.

The lack of familiarity with availability of educational

media may be a significant factor in the low level of choice for

the media. In the WICHE (Western Interstate. Commission on'Higher

Education) survey (90), it was found that older dentists tended

either to be unaware of the different sources of information or

disinterested in those not available. Younger dentists on the

other hand, were more aware of their need for a variety of different

opportunities not available to them. The instructional processes

not available but desired were: demonstration clinics..52.9 per-

cent; television..51.7 percent; supervised clinical practice..50.8

percent; group discussion..47.2 percent; radio..42.8 percent; and

lectures or symposia sponsored by local hospitals..42.6 percent.

Instructors:

In the Kentucky study (24), respondents were asked to

evaluate university faculty members as instructors, for continuing

education courses. Forty-five percent of the respondents thought

that university faculty did a better job of organizing and presenting

material than did dental practitioners, but 55 percent thought that

frequently faculty members were too academic in.their approach, con-'

centrating on research rather than practice matters. Some 16 percent

thought that faculty were not as appealitg as nationally recognized.

specialists.



CHAPTER X/II

PROGRAM ADMINISTRATION AND ORGANIZATION

The nature and structure of dentistry as a profession coupled w:h the

geographical distribution of its members has created problems that are barriers

to the systematic development of continuing education in dentistry. :1;choUgh

these barriers are by no means insurmountable, they do account, in part, for

the slow growth of continuing education in the profession..

ADMINISTRATION

Continuing education programs in dentistry are sponsored by'dental

schools, medical schools, general and specialty.professional,societies, hospitals,

graduate dental institutes, affiliate member institutions of the American

Association of Dental Schools, and by private groups of dentists in a locality.

Of these, dental schools are the principal sponsors of formal courses.. In

1970 (13) (14). (15), dental schools in the United States and Canada offered

1,095 courses, as compared with 340 courses recorded as offered by all other

sponsoring agencies. Of dental school offerings, in 1970 eighty-eight courses

were designed specifically for dental auxiliaries which represents a substantial

increase from 1965, when only 19 courses were offered to auxiliary personnel

(16) (17) (18).

Insofar as it can be determined from course listings., sope 60 to 70

percent of the courses limit enrollment to 50 or less and have. stipulated the

use of participative teaching techniques in addition to demonstration and



lectures (13) (14) (15) (16) (17). In practice, however, it is reported

that a high percentage of the courses use chiefly non-participative

instructional techniques (10) (5) (45). In 1970, over 80 percent of

the courses offered were of less than five days' duration and were

designed for general practitioners. Tuition fees ranged from none to

$700 for one twelve day course on Oral Rehabilitation. The most freq-

uently offered courses were: Prosthodontics..252; Orthodontice...136;

and Periodontics..98, with only 36 courses offered on Preventative

Dentistry.

A survey (78) of over 200 continuing education programs in the

State of Massachusetts in 1968.dioclosed comparable findings. The

majority of programs being offered were short term and heavily weighted

towards clinical subjects. This study also found that 85 percent of all

dental society meetings with an educational content were in the Greater

Boston metropolitan area.

A 1963 survey (76) of 36 dental school programs revealed that

the majority of courses being offered were located in the universities.

These few schools reporting facilities other than campus locations listed

local hotels, motels, and resort areas. A survey (51) of 46 dental schools

in the United States and Canada disclosed that in 1965 only 8 schools

offered 16 courses for dental public health personnel. Tuition for these

ranged from none to $50, with little relationship between the amount of

the fee and the length of the course. All courses were available to

dentists and some to dental hygienists.

Administrative Arrangements:

The 1963 Strvey (76) revealed that in many dental_schools.continuing

ucation programs were organized on a rather informal.basis. In 12 schools the,

responsibility for-planning and implementation was delegated to the chairman



of the postgraduate division, while in 5 schools programs were directed by the

dean of the dental school, with course implementation being delegated to an

advisory committee or director of continuing education. In another 5 schools

the assistant dean was also the director of continuing education. The remain-

ing schools reported a part-time chairman who had additional teaching responsi-

bilities in the undergraduate division of the school. In most cases, salaries

for those in charge of the continuing education program came from the regular

school budget, but in no case was a supplementary salary given to full or

part time faculty participating in programs, although guest lecturers from

elsewhere were paid an honoraria in most instances.

Although detailed information concerning the administrative arrangements

in other sponsoring agencies were not available, in the 1960 Survey of

Dentistry (46), 25 of the 38 state societies which responded felt that they

did not have appropriate committees for co-ordinating or implementing programs

in continuing education at the state, district, or local level. More recently

there is some indication' that dental societies are becoming increasingly

involved in continuing education in conjunction with dental schools, departments

of public health, and other sponsoring agencies (76). The general impreusion

is that in most cases continuing dental education is individually sponsored

(53) (34).

Instructors and Facilities:

Lack of.suitable facilities and qualified instructors have been identi-

fied as two of the major problems in continuing dental education (46) (62), and

the situation does not appear to be improving over time. Although there have

been many articles advocating the use of hospitals, mobile claSsrooms,

television, andother facilities which may make continuing education more

readily accessible to practising dentists, their use has been limited (77) (52).
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Both Harris (40) and Romano (77) revealed that with the exception

of dental scoiety meetings, television has scarcely been used for

continuing dental education. Similarly, except for several recent

pilot projects in the use of programmed instruction and teaching

machines, self-instructional and other educational devices have yet

to be explored.

There are many reports of attempts to upgrade instructor

qualifications through in-service training programs; however, it

appears that the majority of these are inadequate (43) (92) (79).

Shepro (80) investigated teacher education in dentistry and found

that most graduate and postgraduate courses on teaching placed a

major emphasis on dentistry rather than on the science of learning,

and instruction. He concluded: "It is necessary therefore, to

educate more teacher teachers before adequate in-service courses can

be., established" (80) .

Finances:

Most dental school programs are relatively self-supporting

except for oVerhead expenses.' In the 1963 Survey (76) only 4 of the

reporting. schools indicated that they were operating at, a deficit,

while-26 schools reported that they had surpluses from time to time.

O'Shea and Black (63) believe that this heavy reliance on tuition to

cover costs has contributed to the tendency in continuing dental

education to "provide courses solely to accommodate what the dentist

may want rather that what he may need.."

This market economy approach to continuing education also

accounts in some measure for.the.paucity of innovative programs in

continuing dental education. In 1956, Levy'(52)' warned:

We are aware of the.fact that education rarely pays for itself;.
the author personally.feelsthat'eVen on a postgraduate level

,:-itshoUld not.,-If7the benefits to be derivedjrom extension
education are to be continUied,howeveri-the dental:profession,:



must realize that no one institution can afford to bear all the
cost, and that the profession must take a greater responsibility

for finding ways and means of sharing the cost.

In this respect, while the language of Public Law 89-239 in the United

States, "permits and even urges indirectly that dentistry be included in the

policy structure of the regional medical programs...since the inception of

the regional medical programs there has been little formal inclusion of

dentists in the programs and little ptoject development by dental agencies"

(33). Indeed, with the exception of several very recent pilot projects, the

findings of this review suggest that neither governments nor voluntary agencies

have played a significant role in facilitating the development of continuing

dental education.

Publicity and Promotion:

Programs are publicized primarily through course listings published

in the January, May, and September editions of the Journal of the American

Dental Association. Monthly announcements providing more detailed information

on coming educational events are also published in the "News. on Dentistry"

section of this journal. In addition, specialty journals, brochures, special

pamphlets, word of mouth, and personal communications, are other commonly used

methods of publicizing course offerings (83) (10).

To encourage dentists to attend courses, sponsors of programs also

report the use of various incentive plans, including credits toward certificates

or fee discounts varying prciportionately with the number of course hours of

instruction attended (76) (86) (58). The University of Pittsburgh School of

Dentistry has formed a Post Graduate Scholars Association. On completion of

100 hours of instruction a dentist is considered a "member" and is entitled

to a 20 percent reduction in tuition; after 300 hours he becomes a scholar",
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entitled to a 50 percent reduction in fees. These courses may also

.be used for credit in the Academy of General Dentistry, which requires

regular participation in continuing education as a condition of

membership.

Another interesting plan is offered by the St. Louis

University School of Dentistry. To encourage the young dentist to

continue his education, the dental school gives each new graduate'

five Certificates for Continuing Dental Education. The first

entitles the dentist to a free course and the other four provide

for half tuition. These certificates are valid for the first two

calendar years after graduation (58). Some dental schools offer courses

under a special dividend plan designed specifically for members of the

Academy of General Dentistry (37).

PROGRAM PLANNING

Most of the programs for continuing dental education follow the

traditional patterns encountered in all adult education. Program plan-

ning appears to rely heavily on participant opinionnaires. There are

many descriptions of questionnaires used to ask participants what they

liked or did not like about a course, or what they would like included

in future courses. Other than one article by Barker (5) stressing the

need for more clearly defined objectives, this search of the literature

yielded no reports of attempts to identify real learning needs system-

atically, nor were any studies found which attempted to relate partic-

ipation to actual changes or improvement in dental practice.

Darby and Weiss (22) refer to present course offerings as "an

unorganized and unsystematic educational smorgasbord from which the

individual dentist must choose what he'thinks will be most useful to

him". They note that relevant programs for continuing education must

be directed towards a lifetime Oflearninivconsietent with three basic

princiPlea::
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1. Comprehensive well organized and sequential programs.

2. Equal educational opportunities for all dentists...opportunities
that are accessible, convenient, and continuously available.

3. Learning experiences that are compatible with sound learning
theory and principles.

To fulfill these requirements, they call for the establishment of a

national plan, much like that proposed in the Dryer Report (28) for the field

of medicine. To achieve this long r. goal they stress the need for

coordinated action by all official and voluntary bodies concerned with

continuing dental education. No pattern of co-ordination has yet been estab-

lished that would be applicable everywhere, nor does it seem likely that such

overall programming will be possible in the near future. Indeed, as noted by

Furstman (34), "it has been impossible to co-ordinate all programs in any

given state."

One step in this direction was reported recently by the Dental Society

of the State of New York (9) which announced the establishment of a Bureau

of Post Graduate Information which will compile-and disseminate data on:

1) officially recognized teaching facilities and programs; and 2) current

qualifications and postgraduate education-of licensed dentists in the State

of New York. This information should assist sponsors in eliminating duplication

and it should ultimately facilitate in some measure the designingof programs

for different levels of instruction.

From the few program descriptions found in the literature, the following

examples illustrate the varied approaches which have been tried ,or are

currently in use in continuing dental education.

Study Clubs:

'.Study clubs are a method of adult education unique to the field of

dentistry. They began spontaneously as a systematic way for a small group of
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dentists to provide for their own continuing education. Two

characteristics of study clubs make them particulari$ tffective:

1) the members are involved in planning their own education, and

2) as small informal primary groups they provide for member inter-

action and facilitate the use of instructional techniques with high

learner participation (87). Many study clubs provide their own

programs and instruction drawn from the membership of the group

while in other cases they seek expert instruction from elsewhere.

The organizing concept of the study club is not new in

adult education as comparable groups have existed for centuries for

different purposes. Benjamin Franklin originated such a group in

Philadelphia which became known as The Junto. In every case, then

as now, the study group is a significant method for providing a

functional opportun154 for continuing education that meets the real

needs of its participants.

In the Guide published by the American College of Dentists

in 1958 (12), the number and location of many study clubs was reported,

including thirty that met regularly in Seattle, ,lashington. Other

regions reporting numerous study clubs were Southern California, Oregon,

and the mid-west. In recent years, dental schools and societies are

sponsoring and encouraging the formation study clubs (7). The

University of Oregon plans and operates programs for study clubs,

including the selection of instructors, course aescriptions, and

fees as with its regular short courses. Thc, members of a club define

their own goals and plan definite programs for the year with univer-

sity personnel. During recdnt years, twenty-two such clubs met at

the university and two in a Veterans' Hospital (87).

At tie University of Illinois, Messier (57) rePorts:

...study groups of 8 to 15 practitioners register at the start of

each academic year and each group determines the course of tudy it

desires to pursue. -The-groups'meet eithei"once' a-month for a-full
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academic year or once a week for a full academic quarter. Outstanding
men are recruited to Ieet with the groups.

Pavone (68) describes the University of California study club program

...one of the most exciting developments in continuing education for
the general practitioner...These school-operated groups participate
in discussions, seminars, clinical investigation, review of literature
and clinical evaluation of materials and procedures. They offer one
of the greatest potentials for short-term advanced training that
has been conceived.

The University of Oregon School of Dentistry has initiated a regional

program which brings instruction to dentists throughout the state. Called

Friday Special, classes are held one Friday-afternoon of each month at six

different regional centers. One dentist- in each area serves as co- ordinator

and confirms attendance as well as participating in organizing the program

in other ways. Courses have been presented as seminars, but future plans.

.include a clinical approach (60).-

The University of Pittsburgh Dental School is conducting a similar

but more extensive program in 15 -,!gional centers distributed throughout the

state and in surrounding states. College classrooms, private dental offices,

hotel rooms and hospitals serve as teaching-facilities: Teaching techniques

includes closed circuit television, demonstrations, and lectures. Th.a. number

of dentists attending any given program. is reported to vary from 8 to 35.-

Local representatives are invited to the university campus once a year to

review the past year's program and to assist in planning for the coming year

(38).

Since 1964, the dental staff of a rural hospital in Poughkeepsie, Nerd

York, has been affiliated with a metropolitan teaching hospital. During a
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ten day educational program participants from the rural hospital

spend a period of time observing and participating in selected

specialty areas at the metropolitan hospital. Reciprocally, the

staff of the urban hospital visit the rural hospital to participate

in a one day and one evening symposium in the five county area

served by the hospital. Subjectively, "it is felt that this

affiliation is contributing to the individual's continuing pro-

fessional education and is stimulating research motivation in the

participant dentists who return to St. Francis Hospital to share

their newly acquired skills and enthusiasm with non - participating

dentists" (32).

Hospital Programs:

As hospital dentistry increases in importance, a number of

sponsors are offering special hospital orientation programs for

practising dentists. In 1969, the Pennsylvania Dental Association

initiated a series of hospital training courses which were financed

by the U.S. Public Health Service. Six courses of 10 to 12 trainees

each were conducted in fivc; Pennsylvania hospitals. Each course

provided a minimum of 18 hours of instruction which included

lectures and demonstrations on the use of drugs, laboratory tests,

operating room procedures, and similar matters. Evaluation forms

filled out by the participants indicated that the courses were

helpful, and many'felt that they should be longer (48).

The Glenwood Hills Hospital and the Easter Seal Socidty in

Minnesota are also co-sponsoring a similar type of hospital

orientetion,program. An evaluation'of this two day program dis-

closed that dentists who had participated in the seminars were

providing more hospital treatment for those .tients requiring

it (35).



Professional Meetings:

The American Dental Association's Annual Session is probably the

most comprehensive continuing education offered in dentistry. Extending

over a number of days, its purpose is to ke;,? practising dentists abreast of

the latest developments in dentistry. The format includes panels, forums,

symposia, individual essays, clinical lectures, table clinics, pills a variety

of scientifiz exhibits. Attendance at'these is reported to be 10,000 or more

(75).

Television Programs:

With financial support from the W.K. Kellogg Foundation, the University

of Illinois College of Dentistry is credited with the first use of closed

circuit interstate television. This, program, consisting of 4 weekly slions9

was accompanied by additional supplementary materials. As reported by Levy

(52), this program was successful in every way except for the cost which was

considered prohibitive.

According to Harris (40),, the University of Pittsburgh School of

Dentistry was the first to experiment with open circuit television in continuing

dental education in 1960. This program consisted of 4 one hour dental clinics

recorded on videotape and telecast on 4 consecutive Sunday evenings during off

air time. Although the effectiveness of this program was considered favourable,

George reports (38), that it was discontinued because of lack of funds.

In 1967 Ballantyne (3)-reported a series of three weekly programs

Sponsored by the Oregon Dental. Association, andlecast over open circuit

.television in Portlen6 'IrPfIon. This prog:cA ',.413 designed expressly for

dentists but was open to public viewing. :41Ing of 45 dentists by

questionnaire indicated that 44 peztent thought the program was.good,'31 percent
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excellent, and the remainder fair to poor. In concluding his report,

Ballantyne comments:

Much of the success of television programs depends on the
ahility of those presenting the material to project them-
selves and command the attention and interest of the viewers.
Drawing the clinicians from lay members of the dental
association presents difficulties. The use of television
requires that all concerned learn special skills and techniques

to be effective.

Since 1968 Tufts University School of Dental Medicine has been .

conducting an open circuit television series called Boston Dental Reports,

fashioned after the Boston Medical Reports. The programs are produced

through the facilities of Boston's educational television station and

distributed to educational television stations in New England by the

Eastern Educational Network. Aided by support from the U.S. Public Health

Services Division of Dental Health and The American Cancer Society,

the pilot series consisted of three 30 minute colour programs which were

made available later to dental groups and study clubs (85). According

to Dale (21), program effectiveness will be assessed in a --tuber of ways:

1) audience participation; 2) knowledge gain; 3) utilization of new

materials, techniques, and equipment; and 4) changes in concepts of

dental practice such as work simplification, preventive dental pro-

cedures in dental practice, patient education, or changes in referrAng

patients to specialists. Also included in future plans are "the use

of satellite dental teaching teams with accessible mobile or fixed de.,tal

units for demonstrations or participation using modern teaching aids

for fural dentists who are too busy or reluctant to travel distances

for assembled education".

Dri"nan and Greene (27) report on consumer tsvaluation

of an open circuit television series. Consisting of ten_ one-half

hour prograis, the series was broadcast from four upstate educational

television stations associated withthe NewYork Network and one



New York City. Programs were announced in local dental Society

journals, the press, and in television program guides. Of the

425 dentists responding to a questionnaire, only 205 or 48 percent of the

respondents indicated that they had known about the programs. About 25 percent

of these learned of the series through the newspaper, 25 percent through their

dental society bulletin, and the rest by television program guides or by word

of mouth from colleagues. Only 117 (58 percent) of those who knew about the

series could receive the transmissions on their television receivers. Forty-

five dentists indicated they had watched the first program, 42 watched x.he

second, and 39 watched the third. pnly four had watched all ten programs and

18 had seen only one. The main reason given by those not watching was the

inconvenient broadcast time.

In discussing ways to improve motivation to participate in televized

programs, the authors recommend: 1) that upon showing evidence of viewing

the programs dentists be granted credits which could be applied toward continuing

education requirements; 2) that dental societies or dental schools contemplating

producing television programs seek the services of a professional consultant,

a-television director producer; and 3) that special efforts be made to publicize

and acquaint potential viewers with details concerning the programs.

Difaggio (26) reports that the launching of the largest. state educational

television network in Kentucky has resulted in a multidisciplinary approach to

educational television for the health professions and the allied healffigroups.

The co-sponsored series of televized programs called PANMED began in October,

1969. Although initially planned as a series of 15 programs, in which all the

disciplines would be represented, the pressure of time resulted in the decision

to use existing apes and motion pictures for initial programs. In hopes that
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the health professionals in each discipline would view the entire

series, schedules of programs were sent to all healthprofessionals

in the otate.

A questionnaird was used to evaluate the first four shows.

Of the 303 dentists responding, 130 (42.99 percent) reported viewing

part one and 105 (34.6 percent) part two. DiBaggio concludes:

The results of the survey seem to support an earlier study of
continuing education in Kentlacky in which it was reported that
12 percent of the state's dentists attend continuing education
courses. Apparently, this percentage cannot be appreciably
increased by bringing the programs into the home (13 percent
watched the television programs devoted to dentistry).

Correspondence: Programmed Instruction:

The United States Naval Dental Corps :las been offering con-

tinuing education through correspondence study since 1957. This

consists of general.courses on dental specialties and shorter topical

courses which are structured in-a format similar to that used in

prk,grammed learning. The target audience include::: reserve officers

and those on active dUty. During the first five year trial period

Heck and LaCkey (44)-estimated an enrollment of 7,000 with an 89

percent completion rate.

The Division/6f Dental Health of the United States Public

HeA/th Service has been experimenting with pilot projects utilizing

programed'instruction on individual and group teaching machines. At

the Division's Dental Health Center in San Francisco a team of spec

iilists prepare programmed materials for machine presentation. To

date, thousands of deniAsts have taken these experimental courses

which are not available on a wide variety of subjects (61).

For the past six years the Division of Periodontology of the

.University of California School of Ds.Intistry has been using prograMmed

instruction in its continuing education projects; Under a grant from

the United States Publi^ Health Service, it -is developing self-

instructional materials on Pevi.odortology.specifically designed for

general practitioners (69).



Information Retrieval:

The Dental Training Center located in the Veteran's Administration

Hospital in Washington, D.C., serves as a major resource center for the

production and distribution of audiovisual materials. Using the facilities

of the hospital, the center has been developing 8mm. single concept films in

such specialized areas as Periodontology, oral surgery, prosthodontics, radio-

logy, oral diagnosis, and patient ..ducation. By the end of 1968, it was

estimated that over 75 cartridge films 'would be available to suppr,rt the

educational programs for veterans' administration dentists. It was also

expected that the films would be made available for purchase by interested

individuals and groups (R1).

The Audio-Visual Library of the American Association of Orthodontists

is currently offering elver ninety different slide-tapes and 16mm. films on

different dental subjects on a loan- rental basis. In 1967, more than 2,000

individual programs were distributed to orthodontist departments at dental

schcols all over the world: Presently the Audio-Visual Committee is

"investigating the use of photograph book-tape programs for individual use,

use of cassette tapes, and-other possible ways of expanding the value and

use of the"Audio-Visual Library" (50).

The American Dental Association Library, or Bureau of Libtary and

Indexing Service (BLIS) located in Chicago, provides a two week loan service

to association members anywhere in the country. In 1968, 10,268 books, journals;

micro- films, and package libraries were reported in circulation. Another

important part of the Bureau's function is the indexing of dental journals, and

more particularly, its production of the Index to Dental Literature, in
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'co-operation with the National Library of Medicine (71).

CURRENT AND RECURRING ISSUES AND TRENDS

T bst significant developMent in continuing dental ed-

ucacit... ..,er the past decade has been the increased demand for c change

in state dental laws which would make participation in continuirw;

education a requirement for practiCe. At least four states, including

New York, Kentucky, Oregon and Pennsylvania, have made participation

in continuing education mandatory. California, Minnesota, Missouri,.

and New Mexico are proposing changes in the law that would also make

continuing education mandatory (25).

The issue remains highly controversial. Since the precedent

set by the NewYork State Health Department's Title XIX of the Social

Security Act, which "viescribes the standards of continuing education

which dentists must meet in order to participate in the Medacaid

program" (2), movement in this direction seems inevitable. Reasons for

and against mandatory continuing education were summarized at. a

recent conference sponsored by the Philadelphia Count -y Dental Society

(54). In biief, arguments in favour were. as follows:

Tax supported health care programs are with increasing
frequency requiring evidence of the competency of the
professionals who will render the service. Hence if
the profession does not set the standard and provide the
mechanisms, for ensuring-Compdtence, government agencies
will.

The general impression is that many dentists are not keeping
their knowledge up to date.

The trend is in the direction of more rigid requirements in
all segments of. the profession, and this trend will probably
be carried into the field of continuing education.

The quality of dental servides wouldimprovs and the image
of dentistry will be enhanced in the eyes ofthe public:

Conversely, arguments against mandatory continuing education
include:.



Continuing education is the responsibility of the individual dentist

and the profession as a whole.. More carefully planned quality education

would provide the incentive for individual dentists to participate.

Compulsion of any kind that would tend to coerce a group into forced

education processes might result in an attitude of rebellion that

would not be conducive to meaningful learning. Attendance of

continuing education does not mean necessarily that the knowledge

gained will be applied in practice.

Self motivated learning is more likely to lead to a thorough and con-

scientious performance of service.

There is actually no positive proof with regards to how much continuing

education dentists engage in. This is particularly true with regards

to how much a dentist reads on his own, how many scientific meetings

he attends, or how often he improves his knowledge through consultation

with colleagues.

In its 1968 Annual Report (83) the Council on Dental Education of the

American Dental Association issued the _allowing statement:

The Council feels strongly that the Zinal determination of the require-

ments and procedures to be utilized by agencies of the dental profession

to promote and assure continued competence must be the respohsibility

of state societies and dental examining boards. It should be the

prerogative of the boardr and constituent societies to determine the

amount of continuing educ on that should be expected of the practi-

tioners in their states. should be their prerogative to decide

whether continuing education should be required for licensure renewal...

In this respect, a recent survey of stata boards of dental examiners

disclosed that more than two-thirds of the 43 asponding boards felt that

continuing education should be voluntary and expressed reluctance to pass

legislation to make it compulsory. Most boards indicated that continuing

education for dentists was not too successful. As one respondent put. it:

I feel that AADE should encourage continuing education, but there is

a problem of good programs and facilities. If the programs are

really good and. offer what practitioners need you will not have to

pass laws and re'quire dentists to attend. Too many dental meetings

offer the same old lectures and speeches that have been given over

and over for years (38).

DiBaggio (25) suggests that a -"realistie-solution would be to teach

the dentist to self-learn," but adds ruefully, "measurement-of how well he



278

does, presents cdrtain problems".

In continuing dental education, needs and problems are by

far more evident than progressive trends. Nevertheless, according

to Weclew (88):

The ideas emerging about continuing education for the general
practitioner seem to be taking the following pattern:

Every effort should be made and every means explored to
motivate the practitioner to participate in continuing
education.

Relicensure should be regulated by the profession itself.

A program and curriculum that would raise the level of all of

dentistry should be developed:

Refresher courses should be planned to interest all
dental graduates and should include a review of basic
dental concdpts and a resume of the newer concepts.

2. More sophisticated courses should be offered to those
who have had.the-preliminary courses.

3. A program of continuing education of.yearly courses to
be attended throughout the dentist's entire Pro
fessional career should be planned.

. A postgraduate course_that will lead to a certificate.
and diplomate in general dentistry should be developed,

with the length of time to be extended so that the

dentist can practice while attending school.
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CHAPTER XIV

SUMMARY

Continuing education in dentistry has not developed as extensively

nor over as long a period of time as has occurred in other health professions.

This is due, in part, to the individualistic nature of the profession and to

its relative isolation from the mainstream of the general health services.

Surveys indicate that while there is a shortage of dentists in North

America, there is also a problem of maldistribution and ineffective utilization

of available dental manpower. Furthermore, the traditional framework within

which dental practice is organized serves as a barrier to innovation and change.

Accordingly, the proposal is being advanced increasingly that continuing

education must stress: 1) new practice methods, such as group practice or the

use of auxiliary personnel; 2) greater social responsi ility including care

of special problems and preventive dentistry; and 3) greater integration of

the biological sciences.

On the other hand, practising derxists are requesting short two to three

day courses on "bread and butter topics which will be of immediate benefit to

them" (38). There is some evidence that some dental practitioners feel that

university faculty are not skilled in translating research into terms meaningful

to clinical practice.

PARTICIPATION

The participation patterns of dentiSts are not materially different

fruw those in the other health sciences. The two major deterrents to partici-

pation 1,a continuing education programs area lack of time and distance. While
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a lack of time is questioned by many (10) (31) (49), the geographical

dispersion of dentists, both with-respect to their practice and with

reference to the location of dental schools, suggests a need for

_decentralized programs. In addition, since many dentists indicate a

lack of familiarity with the-newer educational media which could help

to make education more convenient, there should be greater use of

these in continuing dental education.

ADMINISTRATION AND ORGANIZATION

In terms of faculty, finances, and facilities, continuing

educatiou is given a secondary place in dentistry. Thereois also

considerable evidence to suggest that many sponsors are providing

courses solely to accommodate what the dentist may want, rather than

what he may need. This appears to be related to two problems:

1) the heavy dependence on tuition fees to finance programs; and 2)

the difficulties inherent in precisely defining educational needs.

Other major inadequacies identified in this review include:

1) the almost complete absence of.program evaluation; 2) the lack of

imaginative, innovative program models; and 3) the pressing need for

decentralized programs which would make continuing education more

readily accessible to practising dentists. Moreover, if an impact

is to be made on the preventive and social aspects of dentistry,

ongoing integrated programa are required. This calls for much

greater co-operation among the various agencies presently offering

programs..

Despite these and many other shortcomings, it would seem

that the increasing trend toward making continuing education a conditthon

for practice, has had some positive effects on the development of the

field. Foremost it has forced the professional associations, dental

colleges, and other agencies responsible for stemmingothe-tide of pro-

fessional obsolescence to search for new methods and approaches to the

process of continuing education.
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CONTINUING EDUCATION IN PMM.MCY



CHAPTER XV

THE PROFESSION AND CONTINUING EDUCATION

With the transfer of drug production from the local pharmacy to a

highly specialized pharmaceutical industry, the traditional c-mbining and

compounding skills of the pharmacist are fast becoming obsolete. At the same

time, in the wake of the so-called "drug revolution," pharmacists have a

major role to play in ensu=ing "adequate controls in the handling and dispen-

sing of today's potent drugs" 30). Accordingly, the profession of pharmacy

is presently seeking to define and interpret this mainstream professional

function within the context of the changing health care system.

COMPOSITION AND DISTRIBUTION

Ross (33) surveyed the field of pharmacy in 1964 and found that the

distribution of pharmacists in Canada followed a pattern somewhat similar to

that reported for dentists and physicians. In short, British Columbia

Ontario, and Manitoba, reported the most optimum pharmacist/population ratios,

while Newfoundland and the Yukon Territories reported the least favourable

situation. In all regions the large urban centers were found to attract the

greatest numbers and the younger pharmacists= A great majority of pharmacist

in this country were engaged in retail pharmacy in 1962..

Although more recent figures re not available for Canada as a whole,

pharmacist manp er statistics in the United States (11) and the 1968 Survey

of Pharmacy In Ontario (22) suggest that the maAufacturing and retail branches

of-pharmacy are:still absorbing the greatest number of pharmac ts. In the
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m- ntiwe, there is evidence to suggest that hospital pharmacy is on the

ascendancy and predictions are that as medical care becomes more hospil

based it will become necessary to increase the number of hospital phari

and specialized training programs related to Institutional pharmacy pl

(10).

The proportion of women in pharmacy is reported o be increasin

(33). The Ontario study (30) revealed that in the 1967 graduating cla

Faculty of Pharmacy at the University of Toronto, 40.1 percent of grad

were women as compared to an average of 9.5 percent in the years 1926.

Hospital employment appears to attract a far greater number of female

cists that it does males (33). If these trends continue, they will ha

important influence on the future nature of the profession. It can be

that as the proportion of female graduates increases a larger number

pharmacists will leave the profession at least temporarily after ielat

few years of practice, and that an equally large number of pharmacists

in hospital pharmacy will be part time workers. From the point of vie

continuing education, this will mean that the profession will have to

in its long range plans an appreciable increase in the number of ongoi

flexibly scheduled refresher courses

As might be expected, faculties of pharmacy and research divisl

manufacturing establishments attract those few pharmacists with advent

degrees, while those with the minimum basic educational requireMent al

primarily in hospitals and retail worm (33). Brodie (10) notes, ''thi

future of- pharmacy might well have been cast in a different mold had

chosen the model of medicine establishing the minimum educational recr

ctice as a professional doetor a:degree He believes tha
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development of a sound professionally oriented program of pharmaceutical

education at the time medicine established its basic educational program

would have kept the practice of pharmacy free of the commercialism which -Is

said to have clouded the profession.

The Changing Nature of Practice:

Whatever its past may have been, the practice of pharmacy is changing

rapidly. The pharmacist is no longer simply a fabricator and dispenser of

drugs. This traditional function has passed from the practitioner to the menu-

facturer and, more recently, pharmacy educators have been advocating a new

role variously defined in the literature as "clinical pharmacist."

"therapeutic adviser," even "clinical pharmacologist" (16) (29) (2) (18).

Whatever the name used and in spite of the minor differences in the functions

proposed, in all definitions it is emphasized that the pharmacist must be

available to provide precise information. on medications to enquiring health

personnel and patients (30). In short, this new role would establish the

pharmacist as a "drug information specialist." The implementation of this

new role is'a major concern of the profession for while some hospitals have

successfully placed pharmacists on nursing units and on ward rounds with

physicians (23), the process ref change has been slow. Moreover, studies have

shown that health professionals tend to seek drug information from sources

other than.pharmacists (30) (23

A number of studies have revealed that pharmacists are able to provide

the factual-drug information, but lack consulting skills although several

studies suggest that knowledge deficiencies may exist .(23) (24). Since most

of these studies are defective-with..respect to research-procedures, no firm

conclusions can be drawni .Most writers agree that an impOrtant vehicle for



helping pharmacists to assume this ne a role is continuing education.

NEED FOR CONTINUING EDUCATION

In pharmacy, continuing education refers to that phase of professional

education which begins "after the practitioner has received his basic education,

usually A Bachelor of Science or a Doctor Pharmacy degree, or after he has

completed a program devoted to advancement in a particular area of his base

education, usually a Master of Scieace ori more rarely, a Doctor of Philosophy

degree and/or a hospital pharmacy residence." It's purpose, "is to provide

a practitioner learner with knowledge, skills, attitudes, and insights, that

will continue to increase his capacities and improve his professional confidence

in rendering patient care" (12).

As in the other health professions, the development of continuing

education is relatively recent in pharmacy. Blockstein (7) and others (14) (9),

trace its beginnings to the Pharmaceutical Survey of 1948 (7) which brought

the university pharmacy schools into the mainstream of continuing education

activities. Its recommendations relative to institutions of higher learning

were:

1. It is recommended that each of the accredited colleges and
schools of pharmacy recognize and assume responsibility for
providing organized programs of inService.professional
instruction of the practising pharmacists within the area
normally served by the institution, and to this end set up,

undercompetent, professional direction, anoperation,unit
to be known as the "division of pharmaceutical extension."

It is recommended that the duties of such divisions of
pharmaceuticalextension include the development of refresher
courses conducted at the Instieutionevprograms of reading
correspondence study courses, and the systematic' visitation
and personal counselling of pharmaciats.

It is,recommendedAavorderto insure the maximum cooperative
effort, that the state boards of pharmacy of each state:take. he
initiative' for the creation in the stateof a PharmaceutiCal
Extension'Council "consiatingof the dean of the college(s)
or sdhool(s) oUpharmacy, the director(s) -of the

of pharmaceutical extension and'representetives of the 'state
pharmaceutieal*associationjindthe,stateAlepartment,of

publiustruction.
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In response to these recommendations a number of pharmacy schools are

reported to have established continuing education programs, and the concept

of continuing education as a responsibility of the pharmacy schools gained

in popularity, albeit slowly.

In 1955, the American Association of the Collegesof Pharmacy (hereinafter

referred to as the AACP), established a Committee on Continuation Studies.

Its purpose was to "study the problems of continuing education, make recommend

tions to the AACP, and to serve as a communication media among the member

schools" (9). The annual reports issued between 1957 and 1967 have consisted

largely of brief quantitative summaries of educational activities reported by

member achools and comments with regards to reported problems. As early as

1957, the Committee recommended that a study be undertaken to determine the

nature and scope of continuing education in pharmacy, yet it was not until

1967 that such a survey was actually undertaken (22).

The findings of this study reflect some progress where comparative

data are available. Nevertheless, a more recent report by the Committee (37

concludes:

It is difficult to find anyone who is satisfied with the:present
state of continuing education for pharmacists. Without impugning
the fine efforts of some individuals, colleges, and associations,
it is fair to state that more significant and successful continuing
education' programs are needed to help the practising pharmacists
who are confronted by an ever increasing body of knowledge and by
constantly changing conditions affecting their professional
practice...it should be appreciated that the colleges must sponsor
and direct the efforts needed to find ablutions to the ever-
present problems of continuing education, a:low level of partici-
pation, inadequate or unsuitable programs, and insufficient financial
support.

This review of the literature from 1960 to 1970 proved equally

unrewarding. Only thirty three references were found which related to

continuing education in pharmacy, and of these only seven were of a research,



or more correctly, survey nature.

Of the reports located, probably the most useful source of information

for those developing continuing education programs, are the proceedings of

national conferences held by the Teachers Section on Continuing Education

of the AACP. These have been published in the American Journal of Pharmaceutical

Education since 1964.



CHAPTER XVI

PARTICIPATION IN CONTINUING EDUCATION

Pharmacy has been the last of the major health professions to engage

in the continuing education of its members. This involvement is of such recent

origin that it is not generally recognized or accepted by either practising

pharmacists or by universities. Consequently, there is a paucity of literature

describing the extent of opportunities for continuing education or the acceptance

of these opportunities by the profession.

Braucher (9) surveyed fifty-five colleges of pharmacy in the United

States and gathered data about their programs in continuing education which

gives some indication of participation by pharmacists. In presenting his data,

Braucher indicates the number of pharmacists who were "promoted" or solicited

to participate in courses and the number who actually attended. From these

data he computes a participation index that is an interesting and curious

statistic. In one respect this index is a measure of the percentage of the

potential population that actually participated and, in another sena, it is an

index of interest in continuing education and assessment of the effectiveness Of

the promotional activities of the sponsoring agencies (Tablell).

Braucher's data covers two years and while there is generally an

increase in 1968.over 1967, this is too short a period of time to indicate any

trend toward increasing participation in continuing education by pharmacists.

Between 1967 and 1968 there was an increase of 30.57 percent in the total

number-of participants in all courses reported. Turthermorei there was an

increase from 5.64 percent to 7.31 percent in the percentage of the target
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population that participated.

When employment is consideveld, community pharmacists showed an increase

in participation of 11.56 percent, hospital pharmacists increased 25.46 percent,

and those pharmacists classified as mixed increased participation by 44.71

percent. On the other hand, industrial pharmacists showed a decline of 23.76

percent.

In 1967, the courses sponsored by pharmacy schools alone attracted 1.87

percent more participants than courses co-sponsored with associations but in

1968 the co-sponsored courses exceeded the school courses by 31.6 percent. This

sugge that the associations e a force in promoting courses. This is

born out by the participation index computed by Braucher which shows 11.95 percent

in 1968 compared with the schools index of 4.22 percent in the same year.

The participation index shows a decline in participation by community

pharmacists but an increase,in all other classes between 1967 and 1968. Indust-

rial pharmacists h d a greater ,increase in the participation index-than did any

other cisme.

When Braucher's data for' 1967 is compared with that reported by Jobe

(22) for 1966, there is a decrease of 78 percent but an increase of 20.38 percent

in 1968. The concern is exp_essed by some in the profession that continuing

education may be reaching the same group and that those most in need of continuing

education may not be participating (8) (32).

EZABON8YOR ATTENDING OR NOT

The three major obstacles to participation identified by respondents

in the Purdue study (32) were. the difficulty of finding registered personnel

to relieve the pharmacist during his absence; loss of incothe relative to time

away from work; and geographical distance .from the location of programs in that
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order. While distance was cited as an important obstacle by almost one

quarter of the respondents, the school of pharmacy at Purdue conducts programs

in local communities; furthermore, four of the eight respondents living in

the vicinity of the campus admitted to not having attended a pro am on campus.

This study also found that while 80 percent of the owners of.pharmacies

expressed a willingness to defray expenses for employees, only 5 percent

the employee respondents had had their expenses paid to attend. Deficiencies

in the program were also .rated as an important deterrent to attendance. The

mist frequently cited weakness of programs was their similarity.

Subje t matter was the Most important reason for attending while a

well known speaker was rated second, and conference location third. The

inclusion of social events in continuing education se -ions was not found to be

a major :factor influencing the decision to attend.

Scheduling ofPrograms:

Polls indicate that pharmacists prefer one day sessions (19) (32),

however,' studies disclose that longer courses scheduled intermittently in the

evenings are also favoured by a relatively large percentage of respondents

(17) (19). In an earlier survey in the state of Mississippi,.two to three day

courses were rated highly, despite the

Fees:

b tacles to attendance (17).

According to the respondents in the Purdue survey, a reasonab`le*fee

for a single session was considered to be between $5.00 and $14.00, but fees

were not seen as a major deterrent to attendance.

Pelt Learning Needs.:

A number of surveys and reports suggest that despite a wide variety

of topics requested, pharmacists tend twrate business management subjects



relatively high (13) (32) (19) (17). At least two surveys reveal that in the

science area the greatest learning needs relate to pharmaceutical advances and

pharmacology (19) (32). Bernardi (5) reports that in Connecticut pharmacists

are increasingly requesting courses on physiology. Other topics which have-

been asked for freq antly are interprofessional relationships and the effect

of legislation on pharmacists (8) (19). When respondents were asked to offer

further suggestions in the Purdue study,. professional topics were requested far

more often than business matters but with scientific subjects almost completely

ignored.

Instructional processes:

The MississiOpi survey (17) found that 64 percent preferred the lectu

technique. Less. than 10 percent wanted participative laboratory courses, but

which

may indicate that pharmacists desire to learn and observe new techniques. In

this study, 18.4 percent selected correspondence as the preferred means of

keeping up to date. Other studies provide evidence that pharmacists would like

opportunities to engage in independent study (13) (4). Tape recordings on

pertinent topics have been cited as a method which would obviate the need to

leave work in order to keep up to date. A recent evaluation of a correspondence

course reported by Barnes (3) revealed that'pharmacists rated-orrespondence

study-highly, with older pharmacists most respongive.

43.7 percent of the respondents did express an interest in demonstrations



CHAPTER XVII

FROG ORGANIZATION AND ADMINISTRATION

A number of institutions and organizations are presently involved

the continuing education of pharmacists. These include: The American

Society of Hospital Pharmacists, the Canadian and American Hospital Associations

university schools or collo~ of pharmacy and medicine, and pharmaceutical

associations at all levels--nat4 nal, state or provincial, and local. However,

the primary sponsona of formal programs are the university schools of pharmacy.

CURRENT COURSE OFFERINGS

There--is very little-descriptive data available about the extent of

continuing- education in pharmacy se that it is -not possible to show changes

over time with any validity. Braucher (9) has supplied virtually the only

'substantive data available and this covers the period of 1966 to 1968 so it is

not sufficient to show positive trends. Courses conducted by School

Pharmacy during this three year period show a slight increase from 109 in 1966

to 145 in 1968. While most of these courses were offered on campus, the trend

to more off campus courses _ evident. In 1966, 68.80 percent of'the courses

offeredyere on campUs but this declined to 4689 percent-in 1968. In 1967,

the use of television was introduced with 13.04 percent of the course in

1967 and 17.93 percent in 1968 offered through that media. As the number of

courses increase the average length of the course declined from 9.51 contact

h ours in 1966 tes842:Centact hours in 1968. (iableiiI)



T
A
B
L
E
-

U
R
S
E
S
 
S
P
O
N
S
O
R
E
D
 
B
Y
 
S
C
H
O
O
L
S
 
O
P
 
P
H
A
R
M
A
C
Y
 
1
9
6
6
-
1
9
6
8

C
L
A
S
S
I
F
I
E
D
,
 
B
Y
 
L
O
C
A
T
I
O
N
 
A
N
D
 
C
O
N
T
A
C
T
 
H
O
U
R
S

C
o
u
r
s
e

F
e
a
r

1
9
6
6

1
9
6
7

1
9
6
8

N
u
m
b
e
r

P
e
r
c
e
n
t

N
u
m
b
e
r

P
e
r
c
e
n
t

u
m
b
e
r

I

P
e
r
c
e
n
t

1

L
O
C
A
T
I
O
N

O
n
 
C
a
m
p
u
s

.
:
7
5

1 1
1

6
8
.
8
0

1 1
5
9

5
1
.
3
0

1

H
6
8

4
6
.
8
9

O
f
f
 
C
a
m
p
u
S

3
4

3
1
.
1
9

1
4
1

3
5
.
6
0

5
1

3
5
.
1
7

O
t
h
e
r
*

1
5

1
3
.
0
4

2
6

1
7
.
9
3

T
o
t
a
l
 
C
o
u
r
s
e
s
:

1
0
9

1
0
0
.
0
0

1
1
5

1
0
0
.
0
0

,

1
4
5

1
0
0
.
0
0

C
O
N
T
A
C
T
'
 
O
U
R
S

O
n
,
C
a
m
p
u
s

-
6
1
9

5
8
.
4
5

8
2
2

6
3
.
5
2

O
f
f
 
C
a
m
p
u
s

-
4
0
4

3
8
.
1
4

3
8
9
 
1
/
2

3
0
.
0
6

O
t
h
e
r
*

-
3
6

3
.
3
9

8
3

6
.
4
1

"
T
o
t
a
l
 
H
o
u
r
s
:

1
,

'
,

.
1

0
5
9

10
0.

00
1
,
2
9
4
 
1
j
2

1
0
0
.
0
0

A
v
e
r
a
g
e
 
h
o
u
r
s
 
p
e
r

c
o
u
r
s
e
l

9
.
5
1

.
9
.
2
0

8
.
9
2

*
 
T
h
i
s

m
c
l
u
d
e
s
 
t
e
l
e
v
i
s
i
o
n
,
 
t
e
l
e
l
e
c
t
u
r
e
,

e
t
c
.

S
O
U
R
C
E
:

B
r
a
u
c
h
e
r

C
.
,
 
"
T
h
r
e
e
 
Y
e
a
r
 
A
n
a
l
y
s
i
s
 
o
f
 
C
o
n
t
i
n
u
i
n
g
 
E
d
u
c
a
t
i
o
n
.
"

A
m
e
r
i
c
a
n
 
J
o
u
r
n
a
l
 
o
f
 
P
h
a
r
m
a
c
e
u
t
i
c
a
l
 
E
d
u
c
a
t
i
o
n
3
4
:
2
3
5
 
(
M
a
y
,
 
1
9
7
0
)
.



305

Braucher also reports the number of courses offered jointly by Schools

of Pharmacy and Professional Associations for the same three year period.

Joint sponsorship of this sort shows no consistency and no identifiable trends.

In 1966 there were 145 jointly sponsored courses with 117 in 1967 and 138 in

1968. These data suggest a decline in joint sponsorship. The location of

courses jointly sponsored is equally ariable with 85.51 percent off campus in

1966 but 69.56 percent in 1968. The average number of hours per course tended

to show an increase from 5.40 in 1966 to 6.90 in 1968 (Table IV).

In comparing jointly sponsored courses with those conducted solely by

schools of pharmacy, several differences are noted. Courses conducted by schools

are held on campus more frequently and tend to be longer than are those jointly

sponsored. School courses on campus have increased in length between 1967

and 1968, while jointly sponsored courses on campus have declined in length

over the same period. On the other hand, school sponsored off-camplis courses

were shorter in 1968 than in 1967, while-jointly sponsored off-campus Courses

did not Change in length. In both instances, off campus courses are shorter

than those on campus. Although the schools of pharmacy have experimented more

with television,' jointly sponsored television conrses.have been longer.

The subject most often presented is pharmacology, 7ith an increase of

approximately 50 percent in the number of courses offered on this subject between

1967 and 1968. Subject matter dealing with community pharmady showed-a slight

increase of some 16 percent. Although the number of courses on public health

increased between 1967 andj968, clearly course offerings on this very important

subject are still small. It is also worth noting that no course was offered

on dental health in 1968 and only one course 'offered in 1967 (Table
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ADMINISTRATION

The 1962-63 Report of the American College of Pharmaceutical Education

disclosed that in 1962, thirteen colleges of pharmacy had Extension depart-

.ments. Of this number, three reported a full time person in charge, while

nine had a part time director, with two colleges reporting an additional part

time person, and three reporting full time clerical staff (27).

A more recent report covering the academic year 1967-68 revealed little

change, with only eight of the 74 colleges reporting a full time director in

continuing education or extension and only nineteen a part time person. -The

majority of continuing education programs sponsored by the colleges are

managed by faculty who have responsibilities elsewhere (1) which may account

for the relatively few courses available.

Finances and Faculty:

As in the other health profession funds are of prime concern in

continuing pharmaceutical education. In 1966, registration fees made up about

45 percent of the total revenue, and in 1968, some 50 percent. The second

major source of funds in 1968 was grant money used to subsidize courses (9).

Although departments of continuing pharmaceutical education which are part

of state universities are in a more stable position financially, generally

speaking universities have not allocated much money to continuing education.

Since regular faculty members who participate in continuing education programs

are usually not paid, this limits the choice of instructors (34).

Although pharmaceutical firms have provided large sums for the develop

ment of experimental projects in continuing medical education, they have not

been a significant source of fUnds for continuing pharmaceutical education



Furthermore, government grants to support continuing education have been

minimal. A number of writers express the view that pharmacy has lacked an

organized approach in its efforts to obtain additional funding, and they

recommend 1) establishment of central statewide continuing education offices

to co-ordinate programs, pool resources, and to seek funds; 2) implementation

of programs within the RMPS; and 3) inclusion of a research component in the

program proposal, thereby ensuring potential sponsors some tangible results

from the funds granted (21) (34)_.

Promotion and Publicity:

Promotion and publicity for continuing education in pharmacy have

utilized the well established methods of direct mailing, professional associ-

ation bulletins, calendars, newspaper' and professional journals (27). The

University of Wisconsin department is one exception as it publishes a special

periodical which includes, in addition to current course offerings, papers

from university programs as well as articles and reports from journals which

are not always available to practitioners (36)-.

An interesting technique that combines promotion with program planning

Is reported in use at the University of Colorado. White (38) noted:

1. A list of "proposed seminar topics" is sent to the students
through their association. The participants indicate in
which topics they are interested. They also indicate which
night and what time schedule they prefer.

These are returned to the school of pharmacy, and a seminar
schedule isjeade up.

Students are registered for the seminar by the Bureau, and fees
are collected...The Bureau also makes expense payments to the
school and to lndiViduals.

4. Outlines for each session are prepared by the faculty member
in charge of the evening class and these are made available to
the studenta.

5. At the last'session thestudentsmake an evaluationof the semina
and attendance certificates:are'presentedito the'students
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SOME SAMPLE PROGRAMS

While continuing education in pharmacy is reported using a wide

variety of methods and techniques, the typical program is said to be a

conference, institute, or short course, all three of which consist of a

of lectures either on a wide variety of subjects or focussing on

several aspects of a single theme (32) (14) (6). Of the few programs

mentioned in-the literature, the following examples illuStrate the more

innovative approaches currently in use in continuing pharmaceutical education.

Regional Programs:

The Kansas School of Pharmacy has been conducting statewide circuit

type courses for many years. At present, four such programs are being offered

in four places throughout the state, with the specific location varying for

each circuit. In this way more rural pharMacists are able to participate in

planned programs of continuing education (38).

For the past several years the American Society of Hospital Pharmacists

(ASH') has been sponsoring a centrally planned, regionally implemented eight

to ten week preceptorship program,designed to orientate community pharmacists

to institutional practice. Organized on an intermittent basis one half to one

day weekly, this course combines classroom study with clinical practice. In

1969 McConnell (25) reported that more than 2,000 community pharmacists had

participated in the program.

--s Media:

As part of the university's extension service, the pharmacy program

at the University of Wisconsin is using telelectures. The first series of such

lectures was offered in March And April 1966, and'attracted 180 viewers for



each program. An evaluation of this series revealed an overwhelmingly favour-

able response; consequently, in May 1966 a second series was offered on

Institutional Pharmacy,utilizing a wide variety of speakers, including a nurse

who discussed the nurse's role in the administration of medications. A

questionnaire survey revealed that this program was regarded as excellent by

the majority of respondents. Telelectures reach 47 locations throughout the

State of Wisconsin and have attracted an enthusiastic response.

The college of pharmacy at the University of Minnesota has been using

closed circuit television with direct feedback by telephone since 1967. The

initial programs presented to three areas on three successive Monday evenings,

attracted an interested audience so the project was extended. Subsequent

programs have used pre-taped lectures but with the lecturer present in the

studio for the question and answer period. In 1968, Hodapp (20) reported

that the audience was made up of physicians, pharmacists, drug company repre-

sentatives, and nurses. Comments from participants disclosed that the inter-

disciplinary mix was felt to be a valuable learning experience. One

questionnaire evaluation revealed that while 52 percent of the pharmacist

respondents thought the subject was covered in proper depth, 75 percent of the

nurses felt it was covered in too much depth.

Other states reported using television include New York, North and

South Dakota, Indiana, and Oklahoma (7).

Home Stud-

The highly successful correspondence courses de _ed by Barnes at the

St. Louis College of Pharmacy are said to have pioneered the use of correspon-

deuce as an instructional method in continuing pharmaceutical education (27).

A number of:colleges'are reported offering correspondenc courser and



312

these appear to be widely used both by course sponsors as adjuncts to short

courses and by practitioners as a method of independent study (4).

More recently, programmed instruction is making its'way into pharma-

ceutical continuing education. North Eastern University in Boston, Massachuset

JO reported developing self- contained units and experimental courses (28).

ISSUES AND TRENDS

A recurring theme in the literature on continuing pharmaceutical

education is the reported apathy or lack of motivation of practising pharmaciLs

to continue their professional education. The question of how to reach the

great number of practitioners who-are presently not being reached has been

widely discussed from many points of view.

A national survey conducted in 1963 of State pharmacy boards investi-

gated their authority to make continuing education a condition for practice.

Of the responding boards 36 felt

were, and 7 were uncertain (11).

made participation in continuing

that they were not no empowered, 9 felt they

Since that study, at least two states have

education mandatory (8), and in 1968, the

Committee on Continuation Studies recommended that a study be undertaken tb

determine the feasibility of making continuing education mandatory on a

national basis (37). Because there are as many valid arguments for as against

such a proposal, pharmacy remains divided on the issue (26). At the same

time, paralleling the increased pressure from governments to make periodic

re-licensure of health professionals compulsory, most of the pharmacy colleges

and professional associations are presently reassessing their continuing

education role and activities in the field.



CHAPTER XVIII

SUMMAR?

The most significant development ii the pharmacy profession in the

past decade has been a change in the role of the pharmacist. With the transfer

of drug production from the local pharmacy to an industrial establishment,

the traditional role of the pharmacist as a compounder of drugs is rapidly

disappearing. In its place is emerging a new role that places the pharmacist

as the drug expert on the health care team. This emerging role is not

completely recognized or accepted by the profession because it demands know-

ledge and skills of a different sort than that with which the pharmacist has

been equipped in hie pre - professional education. To assume a new oleo then,

pharmacists must acquire new and different knowledge through continuing

education.

Neither individual pharmacists nor. their institutions or associations

have long considered continuing education to be a matter of importance. Con-

sequently, there has been little done to provide programs for the further

education of the profession. The lack of interest and concern in continuing

education is amply illustrated by the paucity of literature on the subject

as well as the almost total absence of any relevant research about continuing

education in pharmacy. The scanty literature that has been produced is too

nebulous and inconsistent to allow for any very reliable description of

programs, administration, or participation in continuing education.

Only a very small percentage of the members of the profession parti-

cipateregularly in- planned programs of continuing education. This results
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from both individ4Jal and professional factors. Individuals are deterred

from participation by the loss in salary entailed as a result of being away

from
fi

-k and those who are entrepreneurs face the problem of securing a

legally qualified person to substitute for them in their pharmacy.

The profession, through its associations and the schools of pharmacy,

has failed to provide adequate opportunities for continuing education. This

failure stems largely from a lack of interest in and concern for the continuing

education of the profession. Add to these a lack of knowledge about how to

provide educational opportunities and a lack of fundamental knowledge derived

from research about the profession and its need for or acceptance of continuing

education. As this review has shown, when the associations and the schools

work together to provide educational opportunities, the response is enhanced

so they need to become more deeply committed and involved.

The drug industry has provided support for research and experimentation

in continuing education for other of the health professions but there is little

evidence that it has done so for its own professional group. This may well

be due to their not having been pressed to do so by the pharmacy profession:

University schools of pharmacy have the greatest stake in continuing

education for the profession since education in pharmacy is their sole raison

eatre. Although,they have been involved to some extent in continuing education

this appears to have occurred with some reluctance and certainly without

creative leadership. Tha university schools of pharmacy have done virtually

no research to provide a basis for programs and such that has been done

suggests that continuing education has made but a minimal impact upon the

.practice of pharmacy because the knowledge essential to functionalAlrogr

planning has not been acquired- through the
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pharmacist changes, so m gat the form, content, and duration of education in

pharmacy. In the literature reviewed there was no evidence to indicate an

awareness of this in the schools.

Of the several health professions, pharmacy is the most backward with

raspect to continuing education. The profession must be aroused to the need

for it to ensure the survival of pharmacy as a profession.
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CHAPTER XVIII

EPILOGUE

Continuing education in the four major health professions has

become a matter of growing concern that somewhat belatedly follows

the need to keep abreast of expanding knowledge and the demand for

better health care. Among these four professions studied, medicine

is far in the lead with respect to the quantity of educational activ-

ities available to the members of that profession. It Is followed in

turn by nursing, dentistry, and pharmacy in that order. Each of these

fields has approached continuing education differently with respect to

the acceptance of the need for education, the resources committed to

it, and the kinds of learning activities provided.

In none of the professions is there evidence of a real com-

mitment to continuous learning by its members nor is there any sub-

tantial evidence of a real understanding of the educational process.

The activities made available tend to be too few in number to meet

the need, too badly distributed to be generally available, and too

poorly planned and conducted to insure that learning does in fact

occur, Medieine,has:consistently committed:proportionately more

sources centinuing education than have the other health profeasions-

but nursing appears be more sensit Are to the educational pr ces_

as it applies to continuing education program

has-been little research to any health iirofeasion

Furthermore, there
-.-

to find the extent to

Ich existing programs'the_ practice the-members ihe ofes
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PARTICIPATION

Studies of participation in continuing education activities

indicate that the members of the several professions are not deeply

committed to learning in order to maintain their professional know-

ledge and skilL Participation rates vary among the four professions

and within each.- The variation within a profession appears to be

related to the degree of specialisation of the members. On the whole,

the at- participation falls short of that considered essential by.

the leadership of the professions.

Individual participation i4 continuing education is a matter .

othe attitude and motivation of the individual as well as the rele=

vancy of the programs available.

Attitude

The formal school experience of adults develop attitudes about

learning that tended to becomes barrier to participation in continuin

education. The normal-pattern of schooling is designed to'terminate

at various points cpmmensurate with-an individuals goals and

vocational expectations. As a result, individuals do not recognize'

or accept the idea that education must continue thi ughout life in

order'to maintain some _a -nail:

world.

adjustment with a rapidly changing

The health-professions reinforce:andin fact, accentuate this

terminal concept cf education by the ways in which the professions are

tructured. Admission to the.profession is_the.terminalpoint in ed
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ucation for many members although those with higher expectations may

set new terminal points. in certain specializations or for specific

positions in the profession, Thus, the attitude that education is

terminal is reinforced to the point where it mitigates against partic-

ipation in education continuously.

The prevelance of this concept of education has plagued adult

education as Kidd notes:

This terminal concept has Jong stood in opposition to the more
creative idea that education is inherently an -'oPen-ended'pro-
cess which can never be definitely complete as long as life
lasts; and that whereveron the ladder one's schooling may have
'.terminated' there still remains an as yet unused capacity for
mental and spiritual growth. The need and the capacity for
education not only continues throughout_ life but actually in-
creases as the individual matures provided that the-capaCity
to learn is persistently exercised.

Prior school experiences have also tended to develop rigid and

restrictive attitudes about the nature and-form of edUcation and learning.

From elementary-school-through-university-, education has been structured'

in set patterns of emir alassei, and subjects in which the learner

has been.involved only passively with emphasis on. the acquisition of

information. Consequently, activities are rejected if they fall outside

the range of traditional school enaeriencesbecause individuals have

not learned haw to learn. Both those who plan:program- for continuing

education as -w as potential participants are inhibited by these restr

Live c ncepts-about edu_ation.

Motivation:

The motivation lainjA2Ea is frequently governed by the
.

.achievement-goals of :The tructure,o profes ns
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tend to restrict or reduce the motivation to participate so that only

those motivated by personal satisfaction are apt to participate in

further education after they have reached their terminal educational

objective.

The growing interest in limited licensure in the health pro-

fessions is thought to be an incentive for increased participation

continuing edtication.:_ This does little more than set recurrent

terminal points that will undoubtedly motivate individuals to partic-

ipate in programs. Thus, while it may increase attendance, limited

licensure cannot automatically produce the learning that will lead to

improved practice.

An individual may be motivated to attend a continuing ed-

ucation program because of limitedilicensure, but the motivation -to

211sAuLin learning will devel g only if the individual feels the need

lear And experiehdesfthe satisfaction resulting from successful

learning. Thus, the participation in eduCation essential to improVed

practice will occur only through good learning experiences.

Relevancy:

Participation is influenced by an individual's perception of

his need for learning sv that_he will be more apt to attend those

activities that appear to be related-to his needs and interests. The

achiev ment of relevancy is, therefore, crucial but is Inhibit d

by the_fact that few_ individuals are capable -identifying their need

for learning accurately-An functional terms,
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In order to insure relevancy it is necessary to develop proced-

ures for assessing the need for learning The health professions have

not yet discovered satisfactory ways of determining needs. Attempts to

do so through selfassessment inventories succeed in helping to identify

information deficiencies but these are not necessarily the real learning

needs. Such inventories operate on the assumption that knowing leads

automatically to doing but this is the most persistent fallacy in educa-

tion. ThUs the identification of itf rmation deficiencies does not

necessarily apply to the real learning

The several health professions have achieved little with respect

to under tending and solving the problem of participation. Since the

needs related to practice.

problem of participation in continuing education is so strongly influ-

enced by attitude ,toward edudation the basic solution to the problem

will require a major change Inire pre-profe sional education programs and

in the structure of the-professions to establish the concept oUcontinu-

ity in learning as a substitute for theimese

terminal.

PROG S

notion that edncationis

The principal objective of continuing education in the health pro

fessions is the achievement of the learning needed prove patient care.

The literature reviewed here presents acant.evidence that this objective.
=

is actually reached. it also suggests that tainmtaconoe ptions about

education may be at he rant of :the trouble
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Planning=

The four major health professions discussed here have shown

some creativity in developing educational activities suited to their

particular populations but these have been more the exception than

the norm. Most of the programs reported in the literature have adhered

to the traditional patterns characteristic of schooling and the specific

objectives are rarely identified.- Whether stated specifically or not,

the objectives have been almost exclusively related to the acquisition

of information. It is apparent that there is little awareness of the

importance of identifying objectives-as the first step in program

planning. Consequently, most of the programs reported attempted

cover too much material in:the time available, were not directed to-

ward a clearly-identified end, and could not be evaluated meaningfully

Only tablishing precise and uncomplicated ob ectives-Js it possible

plan useful programs, select content, choose; appropriate instruction-

al-:techniques-, and measure the aChievement of learning.

InstructiOn,

-Nearly all of the pr ed in the literature used

instructional processes that are effective primarily for the diffusion

of information with the lecture being thejuost.frequently used technique.

None -of the reports indicated any awareneas,of the desirability se-

lecting -in Untionaltethniques fit theprogramobjectivee and the

matoiieit 'Furthermore, there was little indication-,- that

program instructora-did ore-than act as instrumento for the diffusion-

f- information
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To accomplish learning effectively and efficiently it is nec-

essary to manage learning. This involves the selection and arrangement

a sequence of events which the learner must be guided through and

provided knowledge of the results of hi efforts. Thi guidance of

learning is.the responsibility of the instructor who.must have knoWledge

about the conditions affecting learning and the ability to plan the se-

quence of events through which learning occurs. This management function

appears to be'one of the weakest 'aspects of continuing education in the

health professions..

RES CH

Most of the published material about continuing education in

the health professions is exhortative. None of the professions have

producecUany substantial body of research Useful in developing thi-

aspect of the profession. -Medicine has4woduced.the largest volume,of

teratu -- and pharmacy the lea

Although each professions has certain .unique characteristics

that make it necessary to conduct-specific-research, there i much

that is common to all of the health professions and t ill adult ed-

ucation. Because bf':this interprofessional research into Continuing

education would be more economical as well as beneficial to all of the

professions. There is little evidence in:the literature to indicate

that the professions know or have'used relevant research about adult

learning and instruCtiowthat:has,been prodUced the prOfesSion.

Greater use of such existing research lavidA_ehabie.:each profeiiion to
= ,
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concentrate on its own unique questions.

Most7o_ the research literature is descriptive in that it re-

ports programs and procedures used in providing opportunities for con-

tinuing education for a particular population. This is most useful for

the general spreadof innovative program ideas but it contributes little

to the advancement of knowledge. Such reports can be enhanced by more

complete information about objectives, instruction, the characteristics

of the population, and similar data tc permit an analysis of the pro-

gram and the results achieved.

The survey method has been predominant in the studies reviewed.

In most cases, this had suffered from inadequate sampling procedu

and controls along with incomplete data processing. As a result, the

-findings are not necessarily valid or reliable,- consequently the basic

data needed:to planand conduct continuing education activities for the

several professions is not yet available.

Very little analytical research that tests relevant hypotheses

or seeks-to-answer 'crucial questions has-been done. As this kind of

research Ancreaaes-it-vill-accelerate the accuMulation.o ubstantive

wledge-about continuing:education in the several health professions.

CODA'

Although this review of the literature indicated that there is-
. _

little room for complacency about continuing education in the several

ealth.professiods 'it. does h -clearly -a -rapidly,growing.interest.in-

and concern for the quality an -eat of educational-opportunities
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The design and conduct of educational activities for adults is itself

a specialized body of knowledge and skill comparable to that required

to practice in any of the health professions discussed here. It is

unusual indeed to find individuals equally equipped for a health pro-

feesion and for adult education. That this must eventually come to

pass is inevitable. Thus, the initiation of improvements in-continuing

education for the-health professions must begin. with the de:elopment of

personnel Within each profession for whom adult education i an area

specialization equal to those now generally *cognized:and accepted by

the professions.


